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WHEN 
PARKINSONISM 
COMPLICATES 
PHENOTHIAZINE 
THERAPY 


Tremors, rigidity, cramps, and spasm due to 
treatment with potent phenothiazines are 
“easily alleviated with COGENTIN,’”* even in 
many cases when other drugs have failed.’ 
COGENTIN is a most powerful antispasmodic,’ 
yet its long, cumulative action is unusually 
well tolerated. By controlling parkinsonism 
and other extrapyramidal symptoms, COGENTIN 
usually enables the physician to continue the 
full benefits of phenothiazine management. 
Detailed directions for the use of CoceNntin, includ- 


ing dosage and routes of administration, are 
available to. physicians on request. 

NEW DOSE FORM: INJECTION COGENTIN, 1 mg. per 
cc., ampuls of 2 cc. Also available: Tablets Cocentin 
(quarterscored), 2 mg., bottles of 100 and 1000. 


1. Ayd, F.J.: Clin. Med. 6:387, 1959. 2. May, R.H.: 
Am. J. Psychiat. 116:360, 1959. 3. Brock, S. 
(Moderator): Bull. NewYork Acad. Med. 32:202, 1956. 
Cocentin is a trademark of Merck & Co., Inc. 


Oo) MERCK SHARP & DOHME 
Division of Merck & Co., Inc., West Point, Pa. 


COGENTIN 


METHANESULFONATE (BENZTROPINE METHANESULFONATE) 





Metamine Sustained’ helps 
you dilate the coronaries ane 


1 tablet 


METAMINE SUSTAINED (triethanolamine trinitrate biphosphate, 10 mg., in a unique sustained- 
release tablet) is a potent and exceptionally well tolerated coronary vasodilator. Pharmacological 
studies at McGill University demonstrated that METAMINE “exerts a more prolonged and as good, 
if not slightly better coronary vasodilator action than nitroglycerin . . .”! Work at the Pasteur 
Institute established that METAMINE exerts considerably less depressor effect than does nitro- 
glycerin.? Virtually free from nitrate side effects (nausea, headache, hypotension), METAMINE 
SUSTAINED protects many patients refractory to other cardiac nitrates,’ and, given b.i.d., is ideal 
medication for the patient with coronary insufficiency. Bottles of 50 and 500 tablets. Also: 
METAMINE, METAMINE WITH BUTABARBITAL, METAMINE WITH BUTABARBITAL SUSTAINED, 
METAMINE SUSTAINED WITH RESERPINE. 


1. Melville, K. I., and Lu, F.C.: Canadian M.A.J., 65:11, 1951. 2. Bovet, D., and Nitti-Bovet, F.: Arch. Internat. 


de pharmacodyn. et therap., 83:367, 1946. 3. Fuller, H. L., and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 
3:322, 1956. 


Sher. Leeming g Co Suc New York 17, N. Y. *Patent applied for 















Lifts depression...as it calms anxiety! 


Geriatric and chronically 
ill patients respond with- 
in a few days. Thanks to 
your prompt treatment 
and the smooth action of 
Deprol, her depression 
is relieved and her anxi- 
ety calmed—often in two 
or three days. She eats 
well, sleeps well and her 
depression no longer 
complicates your basic 
regimen. 


For geriatric and chronically ill patients — 


a smooth, balanced action that lifts depression 


as it calms anxiety...rapidly and safely 


Balances the mood—no “seesaw” effect of 
amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers 
may stimulate the patient — they often 
aggravate anxiety and tension. And 
although amphetamine-barbiturate combi- 
nations may counteract excessive stimula- 
tion — ney often deepen depression. 


In contrast to such “seesaw” effects, Deprol 
lifts depression as it calms anxiety. 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 


this may be gradually increased up to 3 tablets q.i.d. 


Acts swiftly—the patient often feels better, 
sleeps better, within two or three days. 
Unlike most other antidepressant drugs, 
Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely—no danger of hypotension or 
liver damage. Deprol does not cause hypo- 
tension, tachycardia, jitteriness, or liver 
toxicity. It can be safely administered with 
basic therapies. 


“Deprol* 


Composition: 1 mg. 2-diethylaminoethy] benzilate hydrochloride 


(benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write for 
literature and samples. 


Wy WALLACE LABORATORIES 


Cranbury, N. J 
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Bathsheba at her toilet 
by Rembrandt. 


a pleasant way to treat dry, itchy skin 
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lpha- 

water-dispersible, antipruritic oil for the bath or shower 
Alpha-KERI makes dry skin feel soft and smooth immediately. It effectively deposits a uniform, partially- 
occlusive oil film over the entire skin area. Alpha-KERI lubricates the skin, relieves itching and restores the 
protective action of natural skin oils lost by the action of water, weather and detergents. It moisturizes the 
skin and also helps to retain moisture by retarding evaporation of water. Alpha-KERI contains: Kerohy- 
(ef dlonmmmm o) ¢-lale be) mmol -lUr-b<-1e Mim e)| Excve) 10] e)(- Mam ¢-la-h elabieale)i-1e0]aP4lal-m@mie-leidle)a ime) mm t-l alc) ila Mmmanlial-1e-] me)] Mum lale e-I-] ol lel] | 
nonionic emulsifier which provides the right amount of water dispersibility for optimum coverage of the 
skin with emollient oils. Alpha-KERI oil may be used in the bath, in the shower, for sponge bathing and 
for infant baths. It can also be used for skin cleansing where soap is contraindicated. Alpha-KERI oil is 
tinted an attractive green color and pleasantly scented. Bottles of 8 fl. oz. Write for samples and literature. 
Westwood Pharmaceuticals, Buffalo 13, New York 
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INFORMATION FOR AUTHORS 


The editors of Greriarrics invite physicians to submit original 
papers in the field of geriatric medicine. Interest and value to the 
practicing physician are paramount. 

Manuscripts should be typewritten, double spaced. Recommended 
length is from 3,500 to 5,000 words. Authors’ full names, academic 
or professional affiliation, and complete addresses should be in- 
cluded. No more than three names should be listed. Credit to con- 
tributing workers may be given in a footnote. 

Titles should consist of 4 to 6 words. References should be kept 
to not more than 20 citations and should be typed on a separate 
sheet. Both journal and book references should follow the style of 
the Index Medicus. References are to be numbered and listed con- 
secutively as they appear in the manuscript. A summary of 40 to 
60 words for use at the head of the article should accompany the 
manuscript. 

GERIATRICS encourages the use of illustrations. Art work and 
photographs must be clear, sharp, and suitable for good reproduc- 
tion. Each illustration should be fully identified with author’s name 
and with figure number and should be accompanied by cutlines 
numbered to correspond. Tables must be well organized, clear, and 
accurate, and each should be typed on a separate sheet. 

Galley proofs and reprint order cards will be submitted to the 
senior author well in advance of publication date. Manuscripts 
should be directed to the Editorial Department, Geriatrics, 84 
South Tenth Street, Minneapolis 3, Minnesota. 
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for maximum effectiveness Recently, Griffith! reported that V-Cillin K 
produces antibacterial activity in the serum against penicillin-sensitive pathogens 
which is unsurpassed by any other form of oral penicillin. This helps explain why 
physicians have consistently found that V-Cillin K gives a dependable clinical 
response. 


for unmatched speed Peak levels of antibacterial activity are attained 
within fifteen to thirty minutes—faster than with any other oral penicillin.! 


for unsurpassed safety The excellent safety record of V-Cillin K is well 
established. There is no evidence available to:show that any form of penicillin is 
less allergenic or less toxic than V-Cillin K. 


Prescribe V-Cillin K in scored tablets of 125 and 250 mg., or V-Cillin K, Pediatric, in 
40 and 80-cc. bottles. 


1. Griffith, R. S.: Comparison of Antibiotic Activity in Sera Following the Administration of Three 
Different Penicillins, Antibiotic Med. & Clin. Therapy, 7:No. 2 (February), 1960. 


V-CILLIN K® (penicillin V potassium, Lilly) 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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In Acute 
Illness... 


NILEVAR 


Can Speed 
Recovery 


“Commonly, negative nitrogen balance! occurs 
during acute febrile illnesses and following 
traumatic events and surgical procedures.” As 
much as 300 to 400 Gm. of nitrogen? may be 
destroyed daily in severe infections. Convales 
cence! is delayed when negative nitrogen bal- 
ance is large and persistent. 

NILEVAR Builds Protein, Speeds Convales: 
cence to Complete Recovery? ® “. . . we were 
impressed*® with the efficacy of Nilevar as ar 
anabolic agent. All of the patients reported feel 
ing much more vigorous and experiencing ar 
increase in appetite. ...” 

The actions of Nilevar? in reversing a nega 
tive nitrogen balance—and therefore a negative 
protein balance—improving the appetite and in 
creasing the sense of well-being can be expected 
to shorten the illness and the convalescence of 
these patients. 

An initial daily dosage of 30 mg. of Nilevar 
(brand of norethandrolone) is suggested. After 
one to two weeks, this dosage may be reduced 
to 10 or 20 mg. daily in accordance with the re- 
sponse of the patient. Continuous courses of 
therapy should not exceed three months, bu’ 
may be repeated after rest periods of one 
month. Nilevar is supplied as tablets of 10 mg., 
drops of 0.25 mg. per drop and ampuls of 25 
mg. in 1 cc. of sesame oil with benzyl alcohol. 


1. Eisen, H. N., and Tabachnick, M.: Protein Metabolism, M. 
Clin. North America 39:863 (May) 1955. 2. Jamison, R. M.: 
General Nutritive Deficiency, Virginia M. Month. 83:67 (Feb.) 
1956. 3. Goldfarb, A. F.; Napp, E. E.; Stone, M. L.; Zucker- 
man, M. B., and Simon, J.: The Anabolic Effects of Norethan- 
drolone, a 19-Nortestosterone Derivative, Obst. & Gynec. 
11:454 (April) 1958. 4, Batson, R.: Investigator’s Report, Feb. 
11, 1956. 5. Weston, R. E.; Isaacs, M. C.; Rosenblum, R 
Gibbons, D. M., and Grossman, J.: Metabolic Effects of an 
Anabolic Steroid, 17-Alpha-Ethyl-17-Hydroxy-Norandrostenone, 
in Human Subjects, J. Clin. Invest. 35:744 (June) 1956. 6. Brown, 
C. H.: The Treatment of Acute and Chronic Ulcerative Colitis, 
Am. Pract. & Digest Treat. 9:405 (March) 1958. 
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Research in the Service of Medicine 
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HB The earliest signs of aging which can be 
detected in the hand are those of loss of 
manual dexterity. In later years, anatomic 
changes become apparent in the skin cover- 
ing and in the bone and muscle. In The 
Aging Hand, Adrian E. Flatt, Department of 
Orthopedic Surgery, State University of 
Iowa, discusses the effects of age on the 
anatomic constituents of the hand and de- 
scribes the treatment of the various resultant 
deformities. Certain conditions are dealt 
with in detail, including carpal-tunnel syn- 
drome, Dupuytren’s contracture, and shoul- 
der-hand syndrome. 


& Oral Cholestography in the Aged can be 
accepted as an accurate clinical test if the 
patient is not in a serious condition, accord- 
ing to F. Frank Zboralske and John R. 
Amberg of the Department of Radiology, 
Milwaukee County Hospital. In a study of 75 
patients who underwent cholecystography 
after the age of 70 and upon whom autop- 
sies were conducted, erroneous nonvisualiza- 
tion of the gallbladder was noted in 6 of 33 
cases that were not visualized. Of the 6 
errors, 5 were in seriously ill patients, and 
it is suggested that cholecystocholestasis may 
be the most important factor responsible for 
erroneous nonvisualization. 


* The traditional neurologic examination 
of hemiplegic patients concentrates on fac- 
tors essential to diagnosis, write Mieczyslaw 
Peszczynski and Jan H. Bruell of Western 
Reserve University and Highland View Hos- 
pital, Cleveland. Now, however, medical in- 


GERIATRICS, copyright 1960 by Lancet Publications, Inc., 84 
South Tenth Street, Minneapolis 3, Minnesota. Title registered 
U.S. Patent Office. Louis M. Cohen, Publisher; Allan Stone, 
Assistant to the Publisher; Virginia L. Dustin, Managing 
Editor; Maurice Wolff, Business Manager. 

ADVERTISING REPRESENTATIVES, NEW YORK 17: Burt D. Cohen, 
Lee Klemmer, Bernard A. Smiler, John Winter, 1 East 42nd 
Street. Telephone: Murray Hill 2-8717. 
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terest revolves more around treatment dur- 


ing the acute phase of a cerebral vascular 
accident and rehabilitation of the stroke vic- 
tim. They survey the available methods for 
Measuring Disability in Patients with Hemi- 
plegia and discuss the use of evaluative tech- 


nics for prognosis. 


eB Certain relationships of Tissue Immunity 
and Aging are discussed by Reuben L. Kahn, 
Sun Hyoo Kim, and Arthur C. Curtis of the 
Department of Dermatology, University of 
Michigan Medical Center. ‘They report that 
antitoxin injected into a tissue of young rab- 
bits diffuses rapidly and neutralizes toxin. 
If injected under the same conditions in old 
rabbits, the antitoxin localizes in the area of 
injection and does not meet the toxin in 
time to neutralize it. Localization is a de- 
fensive response in holding infection in a 
localized area, but it is not favorable to the 
older animal in the neutralization of toxin. 


8 Programs of Preretirement Education 
strive to reduce anxiety, create anticipatory 
attitudes toward retirement, and encourage 
the individual to make maximum use of his 
resources in adapting to changing circum- 
stances, says Woodrow Hunter, Division of 
Gerontology, Institute for Human Adjust- 
ment, University of Michigan. Education for 
the aging must not only encourage older 
people to realize their full potential in per- 
forming socially useful roles, but should also 
explore the possibility of creating an envi- 
ronment in which they have the opportuni- 
ty to practice these roles. 


cuicaco 6: Greg Gelderman, Jay H. Herz, Hugh Gibson, 20 
North Wacker Drive. Telephone: Central 6-4619. 


SAN FRANCISCO 4: Duncan A. Scott & Co., Fifth Floor, 85 Post 
Street. Telephone: Garfield 1-7950. 


LOS ANGELES 57: Duncan A. Scott & Co., 1901 West 8th Street. 
Telephone: Dunkirk 4-8151. 
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Efficacy and expanding clinical use are making Naturetin the 
diuretic of choice in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.2 More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin ¢ K — for added protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy. 


“ extraordinarily effective diuretic.?* 


Supplied: Naturetin Tablets, 5 mg., scored, and 2.5 mg. Naturetin 
é K (5 € 500) Tablets, capsule-shaped, containing 5 mg. ben- 
zydroflumethiazide and 500 mg. potassium chloride. Naturetin 
é K (2.5 € 500) Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 mg. potassium chloride. For com- 
plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y. 
References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: 
Monographs on Therapy 5:60 (Feb.) 1960. 2. Ford, R. V.: Current 
Therap. Res. 2:92 (Mar.) 1960. 
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Squibb Benzydroflumethiazide 





Squibb Benzydroflumethiazide with Potassium Chloride 
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consider the person who provides the care. 


She may not know that these home nursing aids are available 
... madrug departments everywhere, 


CHUX Disposable Underpads CHIX Adult Cloth Diapers CHIX Cleaners 

Large and Extra Large. Facilitateman- Completeprotectionforbothambu- Soft, disposable,fabric tis- 

agement of fluids and fecal discharges _latory and bedridden incontinents. sue. Used wet or dry as an 

while keeping bed linen clean and dry. ointment applicator, wipe, 
or perineal cleaner. 


PROFESSIONAL PRODUCTS DIVISION CHICOPEE MILLS,INC. 47 Worth Street, New York 13, N.Y. 


a Gohwron gohan Company © CM INC., '59 
Send for free folder “Helpful Hints For Home Nursing” 
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for comfort 
and health 
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DESITIN OINTMENT maintains the normal 
balance of vitamins A and D and unsaturated 
fatty acids (from high grade Norwegian cod 
liver oil) essential to skin integrity. Desitin 
Ointment soothes, protects, lubricates; aids 
tissue repair in...rash and excoria- 
tion due to incontinence; senile 
dryness and itch, eczemas, ex- 
ternal ulcers, stasis dermatitis 









samples available from 


DESITIN CHEMICAL COMPANY 
812 Branch Avenue, Providence 4, R. I. 






In over five years 










Proven 
in more than 


750 published clinical studies 
Effective 


FOR RELIEF OF ANXIETY [°¢ 
AND ‘TENSION 


Outstandingly 
Safe : 





no 








For your reference: controlled studies on Miltown.. wld 


ie eh N. et al.: Fed. Proc. 17:351, 6. Friedman, A. P.: Ann. N. Y. Acad. Sc 
Warch 1988, 2 Boyd; L. J: ef ol. Am, J. 67:822, May 9, 1957. 7. Greenberg, lL. A NW. 
Cardiol. 3:229, Feb. 1959. 3. Brick, H. ef al. et al. bo n. N.Y, Acad, Sc. 67 sié, Nea* _ 
1957. Holli A. t st Med yste 
J. Social Therapy 4:190, 1958. 4. Bulla, J. D. 58857, lune 1989. 9. Hollister LE. etm Prac 
11,. Am. Pract. & Digest Treat. 10:1961, Nerv. System 17:289, Sept 1986: K. e 
Nov. 1959. 5. Ewing, J. A. and Haizlip, T. M 10. "Late rd, D. M. et al.: Dis Nerv. Sys 15. 
Am. J. Psychiat. 114:835, March 1958 18:346, Sept. 1957. April 








of clinical use... 















simple dosage schedule produces rapid, 
reliable tranquilization without 
unpredictable excitation 


9 no cumulative effects, thus no need for 
difficult dosage readjustments 





2 does not produce ataxia, change in 
appetite or libido 


A does not produce depression, 
Parkinson-like symptoms, jaundice 
or agranulocytosis 





5 does not impair mental efficiency or 
normal behavior 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets. Also as MEPROTABS* — 
400 mg. unmarked, coated tablets; and as 

: ‘ MEPROSPAN® — 400 mg. and 200 mg. 

iltown.. ... double-blind] continuous release capsules. 








#TRAOE-MARK 
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- . Muhlfelder, W. J. et al.: Dis. Nerv. 
arihiwe' Med System 20:587, Dec. 1959. 13. Paligk M.: 
C © et a Practitioner 184:231, age 1960. 14. Rickels, 
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Now...the only 
Nystatin combination with 
extra-active DECLOMYCIN® 


Demethylchlortetracycline 











with extra broad-spectrum benefits:— action at lower 
milligram intake... broad-range action ...sustained I 
peak activity ...extra-day security against resur- 
gence of primary infection or secondary invasion. 


ECLOSTATIN 


Demethylchlortetracycline and Nystatin LEDERLE 








CAPSULES, 150 mg. DECLOMYCIN Demethylchlortetracycline HCl 
and 250,000 units Nystatin. 
DOSAGE: average adult, 1 capsule four times daily. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, C Lederie) T 
Pearl River, New York “= 














In iron-deficiency anemia 


The daily f f f dose of elemental iron in 
SIMRON deliV€Fs as puch hemoglobin response 
as this large amount in other iron 
salts. Thay, oS SIMRON contains Sacagen, 
a specjay agent which enhances iron absorption. 
But, Since » emogiobi® response is the same, the 
real advantage in sIMRON is this: far less iron 
ingested means far fewer side effects. SIMRON 
treated patients report no gastric upset, no 
black stools, no constipation, no diarrhea. 


Dosage is three capsules daily, between meals. 





Also Available: SIMRON PLUS—when added 


NUtLitional Factors Are INGICATEM.’ ivvccossis:sivowsscrcenrsmmonnwse 





Merrell 


THE WM. S.MERRELL COMPANY: Cincinnati, Ohio - St.Thomas, Ontario 
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the ae 

pleasure 4 
of 

awakening 


Free of barbiturate “hangover” after a night of deep, refreshing sleep... this is the promise of 
Noludar 300. One capsule at bedtime lulls your patient into undisturbed sleep for as long as 
6 or 8 hours...without risk of habituation, without toxicity or side effects. Try Noludar 300 
for your next patient with a sleep problem. One capsule at bedtime. Chances are he’ll tell you 


“I slept like a log’ 


NOLUDAR 300 


brand of methyprylon 300-ms capsules 





|% | ROCHE LABORATORIES » Division of Hoffmann-La Roche Inc * Nutley 10, New Jersey 


upsules 
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when geriatric patients don’t eat...specify 


SUSTAGEN 


COMPLETE THERAPEUTIC NUTRIMENT 


to help assure adequate caloric and nutrient intake 


provides all known essential nutrients 
May be used as the sole food, or to fortify 
the diet. It helps build and repair tissue, 
restore nitrogen balance, enhance reha- 
bilitation and promote a sense of well- 
being. 


patients take Sustagen 

The personality problems or the physical 
condition of the geriatric patient may 
interfere with his nutrition.* But these 
individuals will usually take Sustagen... 
it is pleasant tasting, convenient—and 


they can interpret your specification as a 
prescription. Sustagen restores appetite 
by restoring good nutrition. 


easy to use 

Mixes easily with water to form a palata- 
ble beverage. One glassful (approximately 
8 fluid oz.) provides 390 calories and 
23.5 Gm. of the protein so frequently 
missing in geriatric diets. 


*Goodman, J. I.: J. Am. Geriatrics Soc. 5:504-511 (May 
y 
1957. 


\ Mead Johnson 


Symbol of service in medicine 








a new agent to lyse thrombi 








LYOVAC® FIBRINOLYSIN (HUMAN) 
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Effect on intravascular thrombi 


Effect on pulmonary emboli 


Effect on duration of 
illness and convalescence 


Frequency and severity 
of postphlebitic syndrome 








ee 
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Clot may form 
permanent 
obstruction to 
blood flow. New 
clots may form. 


Sudden death from 
pulmonary embolism 
is an ever-present 
hazard. One or more 
nonfatal pulmonary 
emboli may result in 
irreversible lung 
damage or secondary 
pneumonia. 


Weeks of 
hospitalization or 
bed rest at home are 
commonly required 
in the management 
of thrombophlebitis, 
phlebothrombosis, 
pulmonary embolism, 
and arterial thrombosis. 


Chronic leg swelling, 
severe secondary 
varicose veins, and 
leg ulcers are 
common sequelae. 


ee me em ee eee eee ee ee ee 





In thrombophlebitis, phlebothrombosis, pulmonary embolism, and certain 

rterial thrombi*, THROMBOLYSIN makes possible 
- lysis of formed clots « reduced mortality and morbidity, shortened hospitalization 
- reduced incidence of postphlebitic complications 

sually fewer severe untoward reactions, such as fever, chills, or malaise: 

igher degree of safety; greater, more predictable potency. 


Supply : Each vial contains 50,000 MSD units. 
*Arterial thrombosis with the exception of cerebral or coronary thrombosis. 


Recently formed intra 
vascular clots are usu- 
ally lysed rapidly and 
the formation of new 


| 

Anticoagulants | 
| 

clots may be inhibited. | 
| 

| 


| 

| 

cannot remove | 

formed clot. | 
However, they may 

help prevent its | 

| 

| 

| 





Circulation is usually 
restored and main- 
tained, with rapid 
symptomatic relief. 


extension and may 
minimize formation 
of new clots. 
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Oo For additional information, write to Professional Services, Merck Sharp & Dohme, West Point, Pa. 
MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


THROMBOLYSIN IS A TRADEMARK OF MERCK & CO., INC. 
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7 . ® 
Patients are happier when doctors choose Fleet Enema 
They are free of the visceral discomfort and with the pre-lubricated, anatomically cor- F 
prolonged embarrassment so often caused rect 2-inch rectal tube. Most important — ce 
by older enema methods. The ready-to-use Fleet Enema provides a quick yet thorough t 
Fleet Enema squeeze bottle also does away cleansing action with only 44 fl.oz. of pre- , 
with troublesome preparation and cleanup cisely formulated, standardized solution.’ 
procedures. Insertion is made easy and safe th 
You can order Fleet Enema with confidence for a variety patients on sodium-restricted regimens.2 Systemic fo 
of diagnostic and therapeutic purposes—even for absorption is negligible. A 

1 

100 cc. contains: 16 Gm. sodium biphosphate and 6 Gm. sodium phosphate in ® 
4¥/-fl.oz. squeeze bottle. Pediatric size, 2% fl.oz. Also available: Fleet Oil 
Retention Enema, 41%-fl.oz. ready-to-use unit containing Mineral Oil U.S.P. READY-TO-USE SQUEEZE BOTTLE qu 
1. Rosenfield, H. H., et al.: Obst. & Gynec. 11:22, 1958. 2. Hellman, L. 0.: To be published. C. B. FLEET CO.,INC, LYNCHBURG, VIRGINIA civ 
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The Aged 


-and the natural way to meet their special nutrition needs 
with fresh-flavor, economical Carnation Instant. 


Finicky appetites, dental problems, food 
costs—one or more often play a part in con- 
tributing to poor diet for the elderly. 

A pleasant natural way to help improve 
their nutritional status is the excellent new 
food — new Carnation Instant Nonfat Dry 
Milk mixed 25% over-strength. 

One-third cup extra crystals per liquid 
quart when mixing provides 25% more cal- 
cium, protein, and B-vitamins than ordinary 


nonfat milk. Because your patients can add 
this additional amount, 
they get needed nutrients 
—without fat calories. And 
the richer, more delicious 
flavor of nonfat milk 
mixed over-strength is the | 

natural way to extra nutri- | WAG CRSING 

tion they'll enjoy. Costs | a) 
them only 12¢ a quart. 





ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA | 
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“uniformly 
excellent results 
in the treatment 
of decubitus, 
varicose, 12 
arteriosclerotic, 
and diabetic ulcers.” | | 


1) PANAFIL 


for enzymatic debridement and 


2) CHLORESIUM 


for prompt healing 














Reporting on a two-year study, clinicians described the regimen of Panarit Ointment for clean-up 
of surface ulcers, followed by CHLoresium Ointment for healing, as “the most effective” in their wins 
experience.* ; 
Panarit Ointment is a proteolytic agent for debridement of necrotic tissue or encrusted wound 
exudate. It produces a clean wound base, clearing out secondary infection without need for 
topical antibacterial medication. Stable and ready-to-use, PANAFiL is safe and convenient as a 
standard wound dressing. AND...it is priced far below other topical enzyme preparations. 
CuLoresium Ointment is a recognized aid to healing of ulcers, wounds, burns, and dermatoses. 
Its active ingredient, water-soluble chlorophyllin, speeds formation of healthy granulation tissue 
and epithelization, soothes irritated tissues, and deodorizes malodorous lesions. As a further 
advantage, the clinicians report, “...with many hundreds of cases we have yet to encounter a 
single case of irritation or sensitivity traceable to the active ingredient... .”* 
















Panarit Ointment—Papain 10%, urea U.S.P. 10%, CHLoresium Ointment—Water-soluble chlorophyll 
water-soluble chlorophyll derivatives 0.5% in a derivatives 0.5% in a hydrophilic ointment base. In 
hydrophilic ointment base. In 1-0z. and 4-oz. tubes 1-0z. and 4-oz. tubes and special hospital size. 





and special hospital size. 





Samples and literature on request from 






*Diamond, O. K.: New York J. Med. 59:1792, 1959. Mount Vernon, N. Y. 

















even if your patient is a whip snapper* 


he'll soon be riding high again, thanks to 


: prescribe PARAFON in low back pain—sprains— 
R . ° © 
strains—rheumatic pains 
Each PARAFON tablet contains: 


. or re PARAFLEX® Chlorzoxazone? ............. 125 mg. 

(PARAFLEX® ++ TYLENOL®) 

° é Lhe low dosage skeletal muscle relaxant 

for muscle relaxation plus analgesia tyiexou® Acetaminophen ............. 300 mg. 
Che superior analgesic in musculoskeletal pain 

: < Dosage: Two tablets t.i.d: or q.i.d. 

11) al thi It1s Supplied: Tablets, scored, pink, bottles of 50. 


DA- AW tis , ; : 
| oe ri ' | Each PARAFON with Prednisolone tablet contains: 
mm A . 


: > 2 PARAFLEX® Chlorzoxazonet 125 mg., TyLenowé 
> a Acetaminophen 300 mg., and prednisolone 1.0 mg. 
with Prednisolone ! g., and | 5 
J C : Supplied: Tablets, scored, buff colored, bottles of 36. 

Dosage: One to two tablets t.id. or q.i.d. 





Precautions: The precautions and contraindications 


M NEIL McNeil Laboratories, Inc. that apply to all steroids should be kept in mind 
3 - QC yhen prescribing PARAFON with Prednis - 
L Cc Philadelphia 32, Pa. whe n prescribing PAR FO with Prednisolone 
*tailman on hook-and-ladder fire engine 
{U.S. Patent No. 2,895,877 
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Blood pressure that goes up with stress 
often comes down with SERPASIL 


One reason that many cases of hypertension 
respond to Serpasil is that many cases are as- 
sociated with stress. Stress situations produce 
stimuli which pass through the sympathetic 
nerves, constricting blood vessels, and increas- 
ing heart rate. Hyperactivity of the sympathetic 
nervous system may elevate blood pressure; if 
prolonged, this may produce frank hyperten- 
sion. By blocking the flow of excessive stimuli 
to the sympathetic nervous system, Serpasil 
guards against stress-induced vasoconstriction, 
brings blood pressure down slowly and gently. 


*Coan, J. P., McAlpine, J. C., and Boone, J. A.: J. South Carolina M. A. 51:417 (Dec.) 1955. /2es0me 
Complete information available on request. 


(reserpine ciBaA) 
In mild to moderate hypertension, Serpasil is 
basic therapy, effective alone ‘‘...in about 70 
per cent of cases...”’* 
In severe hypertension, Serpasil is valuable as 
a primer. By adjusting the patient to the physio- 
logic setting of lower pressure, it smooths the 
way for more potent antihypertensives. 
In all grades of hypertension, Serpasil may be 
used as a background agent. By permitting 
lower dosage of more potent antihypertensives, 
Serpasil minimizes the incidence and severity 
of their side effects. CILBA 


SUMMIT, N. J 
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with a 
single 
capsule 
daily 


high and level Hematocrit reading quickly returns 
to, and remains normal in, common anemias-with 
PRONEMIA. Provides ferrous fumarate, an improved iron, 
well tolerated, highly efficient, readily absorbed. Easily 
maintained, one-capsule daily regimen. All known blood- 
building factors, including vitamin By enhanced by 
AUTRINIC® Intrinsic Factor Concentrate. 


Each PRONEMIA capsule contains: 
Vitamin B,. with AUTRINIC® 
Intrinsic Factor Concentrate 
2 U.S.P. Oral Units 
Ferrous Fumarate 350 mg 
(Elemental iron, 115 mg. 
Ascorbic Acid (C) 
Folic Acid 


Available on your prescription only. 


PRONEMIA 


Hematinic Lederle 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 
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When bad digestion is the consequence of digestive enzyme deficiency, 
Entozyme may dispel dreary symptoms such as pyrosis, flatulence, 
belching, and nausea, for it is a natural supplement to digestive en- 
zymes. It provides components with digestive enzyme activity: Pepsin, 
N. F., 250 mg., Pancreatin, N. F., 300 mg., and Bile Salts, 150 mg. 
Because Entozyme is actually a tablet-within-a-tablet, these com- 
ponents are freed in the physiological areas where they occur naturally. 
Entozyme has proved useful in relieving many symptoms associated 
with cholecystitis, post-cholecystectomy syndrome, pancreatitis, 
sub-total gastrectomy, infectious hepatitis, and a variety of metabolic 
diseases. 


® 
A. H. ROBINS CO., INC. EN O7YME 
RICHMOND 20, VA. 
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world-wide evidence favors 
Furoxone for bacterial diarrheas 


In Egypt, Furoxone® effective against shigella 
strains now resistant to other antimicrobials 


Cairo investigators administered FUROXONE for one week to 37 patients with shigellosis, 
reported all 37 clinically cured, 35 free of shigella prior to completion of FUROXONE 
therapy. 

FUROXONE was tested in light of evidence that shigella strains resistant to sulfonamides, 
tetracyclines and chloramphenicol now exist. Observations: “All shigella isolated were 
sensitive in vitro to [FUROXONE|”. Clinically, FUROxoNE “significantly reduces the 
duration and severity of the diarrhea and effects bacteriological cure .... The absence of 
toxic or side effects gives [FUROXONE] an advantage not possessed by the other drugs 


in current use.” x 
Musgrave, M. E. and Arm, H. G.: Antibiotic Med. & Clin. Therapy 7:17 (Jan.) 1960. 


FUROXONE LIQUID: a pleasant orange-mint flavored suspension containing FuROxONE 50 mg. per 
15 cc., with kaolin and pectin @ for patients of all ages (may be mixed with infant formulas, passes 
through a standard nursing nipple) @ Supply: bottles of 240 cc. FUROXONE TABLETS: 100 mg., 
scored, bottles of 20 and 100. 


DOSAGE: should provide (in 4 divided doses) 400 mg. daily for adults, 5 mg./Kg. daily for children. 





. THE NITROFURANS —a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 











Yew agent for parkinsonism 





brand of biperiden 


PARKINSON'S DISEASE 


postencephalitic — idiopathic — arteriosclerotic 


DRUG-INDUCED EXTRAPYRAMIDAL DISORDERS 


parkinsonism — dyskinesia — akathisia 


MUSCULAR SPASTICITY NOT RELATED TO PARKINSONISM 


ACTION Frequently diminshes akinesia, rigidity, and tremor 
with subsequent improvement in coordinated move- 
ment, gait, and posture. Masklike face disappears. 
Salivation and oily skin are decreased. Oculogyric 
crises are often lessened in intensity and frequency. 


SIDE EFFECTS Minimum (mainly dry mouth or blurred vision). 
DOSAGE Individual adjustment of dosage is necessary in all 


instances. Dose range extends from 2 mg. to 24 mg. 
daily, in divided doses. 





AVAILABLE Supplied as the hydrochloride salt, 2 mg. bisected tab- 
lets, bottles of 100 and 1000. 





Complete information furnished upon request. 
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KNOLL PHARMACEUTICAL COMPANY 24.42.52 


(formerly Bilhuber-Knoll Corp.) 














senile vaginitis responds to 
“Premarin” Vaginal Cream 


Senile vaginitis reflects a lack of 


estrogen stimulation and 







“Premarin” Vaginal 
Cream greatly simpli- 
fies treatment by re- 
storing the influence 
of estrogen directly 
to the vaginal mu- 
cosa. A healing and 
soothing effect is pro- 
duced which is almost 
immediately evident. 


. “Premarin” Vaginal Cream 


promotes proliferation and vas- 
eularity of the epithelium, low- 
ers vaginal pH to an acid range 
unfavorable to the growth of 
pathogens, and increases resist- 
ance to infection. (Approximate 
dosage range: 2 to 4 Gm. daily.) 

Given pre- and postopera- 
tively, “‘Premarin” Vaginal 
Cream tends to restore the 


integrity of friable tissues, thus 
facilitates surgery and 
favors more rapid heal- 
ing. (Suggested ther- 
apy: 2 to 4 Gm. daily 
for about 10 days 
before and 10 days 
after surgery.) 
H-C 
Vaginal Cream (with 
hydrocortisone) is val- 
uable when immediate 


‘“*Premarin’”’ 


anti-inflammatory, antipruritic 
action is needed. 

Supplied: “Premaring Vaginal 
Cream — 0.625 mg./Gm. conju- 
gated estrogens, equine in non- 
liquefying base —1'% oz. tubes 
with applic. “Premarin” H-C 
Vaginal Cream—same estrogen 
content plus 1 mg./Gm. hydro- 
cortisone (present as acetate)— 
1 oz. tubes with applic. 














In monilial vaginitis, ““Vanay” Vaginal Cream is particularly 
effective therapy. Unique self-regulating action maintains con- 
tinuous fungistatic control without danger of local irritation. 
Nonsensitizing, nonirritating, nonstaining, odor-free. 

Ss 


PATEN 
AYERST LABORATORIES * New York 16, N. Y. * Montreal, Canada = **mcxons 


““Vanay®’’ Vaginal Cream—Brand of Triacetin. 6036 
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improved 
Geriatric 
appetite ... 


Ion-exchange Biz provides unique supe- 
riority over previous oral forms of the 
vitamin. Present in Cynal as L. B.® 12, 
ion-exchange Bi2 protects against gas- 
tric destruction and provides up to 5 
times the usual oral absorption. 

With vitamin Biz therapy, beneficial 
effects on appetite and well-being have 
been observed in patients showing 
marked deficiency. In the aged, defi- 
ciencies of Biz are common! and have 
been rapidly corrected! with ion- 
exchange Biz therapy. 

Cynal provides not only generous 
amounts of Biz but also Bi and Be as 
valuable adjuncts to absorption.? 


oo aaa setae 
LLOYD BROTHERS, inc. | 


CINCINNATI 3, OHIO 


5-fold' ORAL B, absorption for 


nal 


~~ 


EACH “CHERRO-CHEW” TABLET CONTAINS: 


Thiamine mononitrate 


(vitamin Bi) .. 2 ws snves 10 mg. 
Vitamin Bi: (as L. Bo12*) sree, 25 mcg. 
Pyridoxine hydrochloride 

RUUCRMIIIIA SBE): 6. 0; 0.40 0 ee 04 es 5 mg, 


*Lloyd's absorption-enhancing complex of vitamin 

B}2 (By 2 from Cobalamin Concentrate). 

DOSE: One tablet per day. 

SUPPLIED: Bottles of 50 tasty 
“Cherro-Chew” tablets. 

REFERENCES: 1. Chow, B. F.: Ger- 

ontologia 2:213-221, 1958. 


2. Chow, B. F., et al.: Am. J, 
Clin. Nutrition 6:386, 1958. 






























Con 
iner 
the 

twie 
actic 
of hi 





wv 





“3 : ia 
~S ...for more effective pain relief 


Ascriptin.... 


particularly suited for arthritic patients 


Combining the antacid MAALOX® with aspirin 
increases both absorption and utilization of 
the salicylate. As a result, ASCRIPTIN acts 
twice as fast as plain aspirin and analgesic 
action lasts much longer due to maintenance 
of higher plasma salicylate levels. 


Gastric irritation seldom occurs with ASCRIPTIN 


even if large doses are given for long periods. 


Of particular value in arthritis and rheumatic 
disease, ASCRIPTIN is an excellent salicylate 
for routine use. 

Formula: Acetylsalicylic acid 0.30 Gm., 
MAALOX (magnesium-aluminum hydroxides) 
0.15 Gm. Offered: Bottles of 100 and 500. 


WILLIAM H. RORER, INC. 


Philadelphia 44, Pa. 
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Have you noted 


ready acceptance when 


Meat packs pleasure into the diet. A real fac- a 


tor in the lengthening of the average life of 


Americans is the correct understanding of diet 


control. 
Protein is a most important essential in calorie- “wiv A pom 
controlled programs. It is also the answer to | — 


ms fs 
. ° -_ oi 
often needed appetite appeal. (RS rw 


MEAT adds zest a: 
_ 


to controlled diets. + ai 


AMERICAN MEAT | INSTITUTE 


MAIN OFFICE, CHICAGO ° MEMBERS THROUGHOUT THE NATION 





The nutritional statements made in this advertisement have been reviewed by the 
Council on Foods and Nutrition of the American Medical Association and found 
consistent with current authoritative medical opinion 
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whenever bowel 
evacuation is 
required 





a laxative with e 
a bibliography Dulcolax 


brand of bisacodyl 





Over comparatively few years, 89 evacuates with virtually no irritation 
scientific reports on the use of Dulcolax or toxicity 
have appeared in the literature.* Sigmoidoscopy has not demonstrated 


evidence of irritation; non-absorption 
militates against possibility of systemic 
reaction. Regardless of the 


This ample documentation clearly 
establishes that Dulcolax: 


acts with timed predictability patient's age or sex, Dulcolax 

Action overnight with the tablets; tablets and eres oes 

generally within the hour with unsurpassed certainty of action 

suppositories. and a remarkable safety record. 
*Complete Bibliography on Request 

laxates but does not purge Dulcolax®, brand of bisacodyl, tablets of 5 mg.in boxes of 6 

One, occasionally two. evacuations of and bottles of 100. Suppositories of 10 mg. in boxes of 


6 and 48. 
soft, formed stools are the usual result. Under license from C. H. Boehringer Sohn, Ingelheim. 





orien in der Chirurgie, Med. Klin. 49:1921-22, 1954. 53. Millack, J.: 
‘raxis 9/6: CFeb.) 1957. 54. Moreton, R. D.: The roenjggnologic 
of the American eal Ray Soc., Wash., Di C. » Oct. Ty I 
ische 22:819-821, 1955. 56. Pincock, J. G.: 
M.A.J. 82:268-269 (Jan. 30) 1960, 57. 
1, Am, J. Roentgenol. 81:696-69 
dis 


Obstipationstherapie waehrend der Graviditaet 
¥eination of the colon, presented at the Annua 

Rp A. C.: Rektale Anwendung von Laxantien 
isacodyl CDuicolax) in geriatric patients 
for radiologic procedures using a new evacuant 
W.L., and Kirsner, J. B.: a ive cytolog: 





















osis of cancer of the qty - 59. sag ag 0.5 Nogrady, und Vézina 
iffective evacuation cf the. colon D ae Ww Tryentic Prayer . =xhibit skatin. at the 22nc 
Meeting of the Cana RS i jy, B., and Vézina 









‘ffective evacuation of the becody . 82:1077-8« 
) 1960. 61. Roth, F.: Deical axa Y S i : S J UUmschau, Bern 15:55-5§ 
1958. 62. Rutter, A. G.: 4 f Francisco 






chez Martin, Agustin: E3 mel Is + span. @Y ien gD 36:372- 376 (Nov. 
Schaal, W. iy hee Bac as a fi ‘ Jiph : y —einem neuen Kontakt 
Med. klin . y-dipheny! )- Cpyridyl-2) 









gs 
Scha “i 
ad. a 







. 68. Schmidt 












ext . med. Wschr 
(Mar. 29). 1958. 6 
‘ Arzneig Forsch. 3119-23, 










ihrer chemisch, 


t 
Wirkung der Laxantien unter besor 
tmen Kohlenstoffatom. 3., Arch. Phar 
1e Konstitution und pharma cin 
xyphenyl- Gruppen an einen™gemeinsan 
hn E. S.: A new laxative, 
xative, Clin. Med. 5: 110s WA 














Editor) 









1079:044 CMay 2) yak P v4 (Feb. 27) 1958 
ipfli, F.: Ueber @ | Bap: / yng ike > 3 nalienblockem ih delt wurden, Ther 

Bern 15:10, : R isc : , Wien. med. Wchnschr 
718, 1057. 81. ; ar fa : J en. med. Wehnschr 
60, 1953. 82. Vieth, Herbert: J@8 > Erfa i dm Lidh staetts a er Lung ‘be mit einem neuer 












axativum, Ther. D. Gegenw. J ee 

: des Kontaktlaxativums La 96a F 3 . 5-296, 84. Weihs, E. > Kili 
teobachtungen und Erfahrungen bei de 9 ychtatrie unter Anwendung eines neuer 
laxativums (‘‘Laxans Thomae’’), Fortsch od. 76:27-28, my \Veiss, Jerome: Constipation ; newer trends in treat 
m. J. Proct. 11:111-121 CApr.) 1960. 86. Zettel, ct ng als vorbereitende Ma nahme f. Réntgenuntersuch 
h des Abdomens, Ther. Gegenw. 96:337-338 (Sept. 5 1957. 87. Zaeagunn, M.: Unsere Erfahrungen mit der Curare-Lachgas 
bei gynaekologisc hen Operationen, Aerztl. Wchnschr. 9:540-544, 1954. 88. Zimmermann, H.: Die Verwendung von Kon 


Geigy ey 


Geigy, Ardsley, New York 159-60 

















35A 





Why 
combining 
Esidrix’ 

with 
Serpasil’ 
improves 
control 

of high blood 
pressure 


The presence of excess tissue fluids and salt can keep constricted blood vessels from dilating 
fully in response to antihypertensive drugs. m This may explain why the antihypertensive effect 
of Serpasil-Esidrix is better than average. By depleting fluid and electrolytes from surrounding 
tissue, Esidrix enables blood vessels to dilate to physiologic limits. Result: Peripheral resistance 
is reduced and blood pressure goes down —often to lower levels than can be achieved with 
single-drug therapy. Complete information sent on request. 





Schematic 
diagram illustrates 
constrictive effect 
of fluids and salt 
on vascular wall. 


Esidrix depletes 
fluid and salt, 

ey : increases ability of 
+ * ; vessel to respond 


toe & to Serpasil. 
be ot *, 

















SUPPLIED: Tablets #2 (light orange), each containing 0.1 mg. Serpasil and 50 mg. Esidrix. Tablets #1 (light orange) each 
containing 0.1 mg. Serpasil and 25 mg. Esidrix. 2/20s0me SERPASIL”-Esiprix® (reserpine and hydrochlorothiazide ciBA) 


SERPASIL-ESIDRIX 
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the proven anticoagulant 
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IN CHRONIC BRONCHITIS, 
CHRONIC ASTHMA AND EMPHYSEMA 


HIGHER THEOPHYLLINE BLOOD LEVELS 


MORE EFFECTIVE BRONCHODILATATION 


less gastric distress—for uncomplicated therapy 
Choledyl produces far less gastrointestinal irritation than oral amino- 
phylline. In a study of 200 geriatric patients chronically ill with 


pulmonary emphysema, bronchitis and asthma, Choledyl was found 
to be “extremely well tolerated.’”* 


greater solubility—for enhanced theophylline blood levels 


Up to 75% higher theophylline blood levels than oral aminophyl- 
line — provides superior bronchodilatation: relieves bronchospasm — 
reduces coughing and wheezing — increases vital capacity — reduces 
incidence and severity of acute attacks — decreases need for secondary 
medication. *Simon, S. W.: Ann. Allergy 14:172-180 (March-April) 1956. 


CHOLEDYL 


the choline salt of theophylline brand of oxtriphylline L 














ores betters breathing .. . decreases wheezing 








Chlorzoxazone* 

rapidly relieves both pain and stiffness. .. facilitates recovery 
PARAFLEX provides effective skeletal muscle relaxation for 6 hours with a 1- to 2-tablet 
dose. It relieves painful muscle spasm and improves function in a wide variety of 
traumatic, arthrigic, and rheumatic disorders. PARAFLEX is especially valuable when 
used in conjunction with physiotherapy and other rehabilitative procedures. Side 
effects are rare, almost never require discontinuance of therapy. 

Dosage: ADULTS— 1 to 2 tablets threé or four times a day. 


CHILDREN— ly to 2 tablets three or four times a day, depending on age and weight. 
Supplied: Tablets, scored, orange, bottles of 50. Each tablet contains PARAFLEX, 250 mg. 


*U.S. Patent No. 2,895,877 
) McNEIL LABORATORIES, INC «+ PHILADELPHIA 32, PA. 
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Tnameinolone LEDERLE 


A Promise Fulfilled 


All corticosteroids provide symptomatic control in rheumatoid 
arthritis, bronchial asthma and inflammatory dermatoses. They 
differ in the frequency and severity of side effects. Introduced 
in 1958, AkIstocort Triamcinolone bore the promise of high 
eficacy and relative safety. 


Physicians today recognize that the promise has been fulfilled 
-..as evidenced by the high rate of refilled ARisTocorT pre- 
scriptions. List of References 1-18 supplied on request. 


Precautions: With Aristocort ali 
precautions traditional to cortico- 
steroid therapy should be observed. 
Dosage should always be carefully 
adjusted to the smallest amount 
which will suppress symptoms, 


Supplied: 

1 mg. scored tablets (yellow) 
ored tablets (pink) 
ored tablets (white) 

16 mg. scored tablets (white) 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 








now... DECISIVE THERAPY 
for the physical and mental debilities of the aging 


Helps Revitalize Bone and Muscle Tissue 


Improves Mental Competence 


Analeptone-Anabolic offers a new approach to the treatment of aging patients by 
providing safe, well-tolerated, decisive medication, to counteract diminishing skele- 
tal muscle powers, osteoporosis, and to help restore mental faculties. 


Decisive in stimulating muscle and bone anabolism, and enhancing the 
patient’s sense of well-being and vigor. 
Decisive in counteracting cerebral anoxia, depression, confusion and 


mental debility. 


FORMULA: Each tablet contains: pentylenete- 
trazol 50 mg., methyltestosterone 0.83 mg., ethi- 
ny] estradiol 0.0015 mg., strontium salicylate 
450 mg. 

DOSAGE: Usual dose is two tablets, three or four 
times daily. 

SUPPLIED: Bottles of 100 tablets. 
PRECAUTIONS: This preparation should not be 
used in patients who have established or sus- 
pected mammary, prostatic or other genital ma- 
lignancy. 


ANALEPTONE-ANABOLIC 


ALSO AVAILABLE: 
ANALEPTONE® ELIXIR. Each teaspoonful (4 cc.) 
contains: pentylenetetrazol 200 mg., niacin 
100 mg., peptenzyme elixir q.s. Supplied in 
bottles of § fl. oz. 


ANALEPTONE® TABLETS. Each tablet contains: 
pentylenetetrazol 100 mg., niacin 50 mg., pepsin 
1:10,000 5 mg. 


SUPPLIED: Bottles of 100 tablets. 


GS REED & CARNRICK/Kenttworth, New Jersey 
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GENTLE STIMULUS...FOR POSITIVE RESULTS 


par 
Diocty! sodium sulf inate and anthraq 
derivatives from cascara, Mead Johnson 


in management of constipation 


Peri-Colace induces prompt, positive, yet 
gentle results in constipation through 
the synergistic action of its ingredients: 


1. Peristim,® a mild laxative, ‘‘...exerts 
its peristaltic stimulating action 
directly on the large intestine, via 

the blood stream,” 


























2. Colace,® a non-laxative stool softener, 
maintains hydration of the fecal 

material as it passes through 

the intestinal tract.2 

Available as: Peri-Colace Capsules, bottles of 30, 
60 and 250. Peri-Colace Syrup, bottles of 8 oz. 


Bibliography: (1) Lamphier, T. A., and Lyman, F, L.: 
J. Internat. Coil. Surgeons 31:420-423 (April) 1959. 
(2) Smigel, J. O.; Lowe, K. J.; Hosp, P. H., and 
Gibson, J. H.: M. Times 86:1521-1526 (Dec.) 1958. 
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the conservative therapy of choice 
for elderly hypertensives 


VERATRITE 


“Drug therapy of hypertension in elderly patients 
should be conservative and designed to moderate 
the diastolic pressure gradually, not normalize it 
suddenly.” Therefore, it is wise to use a moderately 
potent hypotensive drug, like cryptenamine, which 
also slows the pulse rate and allows more time for 
coronary blood flow during diastolic pauses. And, 
from the bradycardic effect or from more direct 
pharmacologic actions on the myocardium, it 
seems to have a tonic or digitalis-like action that 





has been noted both experimentally and clinically. 
This is useful in the elderly hypertensive where 
you may not want to prescribe digitalis but want 
digitalis-like effects.* 


Based on the above criteria, Veratrite qualifies as 
ideal conservative therapy for elderly hypertensives. 
For it not only produces a gradual fall in blood 
pressure but also slows the pulse rate. And it im- 
proves circulation to vital organs, relieves dizziness 
and headache and also can induce a tonic effect 
that results in a sense of well being. Furthermore, 
Veratrite produces these effects with unusual safety 
and without annoying side effects. 

Each Veratrite tabule contains: Dosage: 1 or 2 tabules 
Cryptenamine (tannates) “0 C.S.R.t Units pn preferably 2 hours 


Sodium nitrite gr. fter meals. 
Phenobarbital Y% gr. 


e + Carotid Sinus Reflex 
] (T-TIN 4-1, *Wilkins, R. W.: Postgrad. Med. 26:59, 1959. 


IRWIN, NEISLER & CO. ¢ Decatur, Illinois 





FOR ASTHMA, EMPHYSEMA. CHRONIC BRONCHITIS 


VAPONEFRIN — 





Documented by 
163 published 
clinical 
evaluations and 
standard textbook 
references. 











































Ing a new developmen ; 
anagement of exogenous ) 
Se UNDERWEIGHT | 


Super WATE-ON , 


Super Wate-On emulsion provides greater efficacy (1) 3 
in the management of underweight because: 
@ it furnishes the highest degree of calorie saturation—660 

calories per 100 c.c. “ 
@ calories come from natural vegetable fat (corn oil) not 

animal fat, does not tend to raise blood cholesterol rT 

Z levels as might other fat compounds. 

@ emulsion is extremely palatable, buffered and homo- 

genized to such a fine state of suspension it is readily Y 


bee assimilated. Emulsifier is included to help digest fats 
taken at meais. & 
: @ rich in L-Lysine, effective (2) as a gastric secretagogue 


and for its aid in protein utilization. AT 








: ‘ : saeaes m 
® includes selected vitamins to preclude the possibility 
ee Pe. al 
of poor appetite due to sub-clinical deficiencies. 
or 
Whenever a gain in weight is indicated, Super Wate-On of 
is the Rx of regular efhicacy. ac 
pl 
SUPER WATE-ON CONTAINS i 
660 cal. per 100 c.c., L-Lysine, plus selected es 
vitamins and iron in a buffered and homog- di 
enized emulsion. ar 
tic 
1) Clinical study of 96 Underweight Cases. (Unpublished) yo 
Sackler, A.M. and Sophian, L. H.; Gastric Secretagogue effect of lysine monohydrochlo 
ride, Science 126: 255-256, Aug. 9, 1957. Hi 


jm THE FLEETWOOD COMPANY . Chicago 6, III. 
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ATARAX ENCOMPASSES MORE PATIENT NEEDS...LETS YOU 
CHART A SAFER, MORE EFFECTIVE COURSE TO TRANQUILITY 


ATARAX has a wide range of flexibility . . . from 
mild adult tensions and anxieties to full-blown 
alcoholic episodes . . . from the behavior dis- 
orders of childhood to the emotional problems 
of old age. Why? Because it gives you maximum 
adaptability of dosage . . . works quickly and 
predictably . . . is unsurpassed in safety. 


ATARAX Offers extra pharmacologic actions 
especially useful in certain troublesome con- 
ditions. It is antihistaminic and mildly anti- 
arrhythmic, does not stimulate gastric secre- 
tions. Hence it is well suited to the needs of 
your allergic, cardiac and ulcer patients. 


Have you discovered all the benefits of 
ATARAX? 


Dosage: Adults, one 25 mg. tablet, or one tbsp. Syrup 
q.i.d. Children, 3-6 years, one 10 mg. tablet or one tsp. 
Syrup t.i.d.; over 6 years, two 10 mg. tablets or two tsp. 
Syrup t.i.d. 


Supplied: Tiny 10 mg., 25 mg., and 100 mg. tablets, bot- 
tles of 100. Syrup, pint bottles. Parenteral Solution: 
25 mg./cc. in 10 cc. multiple-dose vials; 50 mg./cc. in 
2 cc. ampules. Prescription only. 


Complete bibliography available on request. 


ATARAX 


(BRAND OF HYDROXYZINE) 


PASSPORT TO TRANQUILITY 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 


PASSPORT 


T 
TRANQUILITY 








® for vitamin-mineral supplementation 
VITERRA e capsules « tastitabs® 
e therapeutic capsules 






















Parkinson’s Disease: 

Its Meaning and Management 

LEWIS J. DOSHAY, M.D., PH.D., 1960. Philadelphia 
J. B. Lippincott Co. 205 pages. $1.45. 

To my knowledge, this attractively printed 
paper-backed book, one of a series on medi- 
cal topics, is the first volume especially 
dis- 
friends. As 


written for the victims of Parkinson’s 


ease and their relatives and 
such, it will certainly find its way into the 
hands of a great many people and will serve 
as their mentor and guide. It brings a mes- 
sage of cheerful insight for Parkinson’s dis- 
ease patients; a simple presentation of cur- 
rent medical thought on the disease; a dis- 
cussion of the symptoms and medical and 
surgical treatment; and possibilities in re- 


Do- 
shay writes with a warm style which will 


search. Concerning such matters, Dr. 


certainly make any patient or his relatives 
feel better. 

This 
much one can justify the practice of pre- 


reviewer has wondered just how 
senting concepts which are only partly true 
to the lay public for the purpose of re- 
assurance. I believe that it is better to pre- 
sent unhappy facts more straightforwardly. 
For instance, more than once it is said that 
“the intelligence and mental faculties can- 
not possibly be affected,” as “the disease 
affects only a small area in the center of the 
brain (the basal ganglia).’”” Or “the disease 
does not have to cripple if the patient co- 
doctor and follows the 


operates with his 


’ 


treatment faithfully.” Many physicians will 


have grave doubts about the first and be 
certain that the second concept just is not 
so. In the line of comfort, it is suggested 
that Parkinson’s disease “‘protects in some 
unknown way the patient against many of 
the ills that afflict mankind,” specifically can- 
cer, tuberculosis, hypertension, coronary dis- 


ease, and multiple sclerosis, among others. 
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All books intended for review 

and all correspondence relating to 
this department should be sent 

to Book Editor, GERIATRICS, 

84 South Tenth Street, 
Minneapolis 3, Minnesota. 


This may be pleasant to read, but evidence 
for it has not been noted by this reviewer. 

In regard to neurosurgery, this reviewer, 
with a personal series of over 90 patients 
well observed after basal ganglion surgery, 
finds himself in some disagreement with the 
author. Doshay writes, “Probably far less 
than 30 per cent of the cases retain improve- 
ment from all surgical procedures for as 
long as two years, and probably 40 to 50 
per cent for one year.” It is, in this re- 
viewer's mind, fairer to say that such pro- 
cedures are able to provide lasting relief 
from tremor and rigidity on the contra- 
lateral side. However, the progress of the 
disease itself, involving the other side and 
with the devastating akinetic elements going 
along as unaffected by the operation, ne- 
gates the original improvement in about 
the percentage cited by Doshay. The se- 
lection of cases for operation is as contro- 
versial as it always was, but, by and large, 
the unilateral tremor and rigidity cases may 
expect better relief of their symptoms sur- 
gically. Doshay advises them not to have 
surgery, since he feels they are not too 
handicapped. Personally, I would like to see 
the operation presented, especially to the 
patient with unilateral disease, as a serious 
procedure which he and his family may 
themselves elect when they feel the symp- 
toms are severe enough. 

Dr. Doshay, in his ardent desire to comfort 
and cheer the patient, has written a very 
readable volume containing some _ loose 
thinking, half truths, and incorrect ideas. 
I appreciate that he has been a good phy- 
sician to thousands of pitiful Parkinson’s 
disease sufferers, yet they are entitled, I 
regretfully insist, to a somewhat fairer 
treatment of their disease than this. 

ALBERT C. ENGLAND, JR., M.D. 
Boston 
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THE 

KEY TO 

“WINTER ITCH” @ 
RELIEF X 






Since the introduction of 

Aveeno Oilated for treatment of 
“Winter Itch” and other dry skin 
problems, it has attracted highly 
favorable notice.1-4 









A tepid Aveeno Oilated bath accomplishes: 
° Relief of pruritus 
¢ Alleviation of inflammation 
© Hydration of the skin 
¢ Improved skin flexibility and softness 







Relief is often unusually rapid 

and lasting. The skin becomes less 
prone to fissuring; the itch-scratch 
cycle is stopped; and excoriations 
are minimized. 








available in 10 oz. cans 






Excellent for 


WINTER ITCH e SENILE PRURITUS 
DRY SKIN DERMATITIS ¢ BATH ITCH 


















‘Ovi Phare 


for Colloidal 
IMPORTANT 


There is a vast i . Taaked iit -Tat | Baths 


difference between 
“bath oils’’ and 

Aveeno Oilated Baths. 
The full therapeutic 
benefits of this agent 
cannot be duplicated by 
simply adding a 

“bath oil” to the water. 





References: !. Franks, A. G.: Am, Pract. & Digest. Treat. 9:1998, 1958. 2. O’Brasky, L.: Conn, Med. 23: 20, 1959. 
3. Dick, L. A.: Arch. Pediatrics 75:506, 1958. 4. Smith, G. C.: J. South Carolina M.A, 54:8, 1958. 
























250 West 57th Street New York 19, N. Y. 


Pioneers in Ethically Promoted Colloid Baths 


Aveeno Corporation 


when she’s not like herself anymore 


Metalex: basic in the 





Metalex cerebral stimulant / vasodilator 


The stimulant — pentylenetetrazol—facil- 
itates cerebral and reflex nerve activity. 
The vasodilator —nicotinic acid—aug- 
ments blood and oxygen supply to vital 
areas— 

Thus, METALEX increases body tone and 
aids mental and sensory faculties. 


Composition: Each teaspoonful (5 ml.) of 
the Elixir and each Tablet contains: Pentyl- 
enetetrazol 100 mg., Nicotinic Acid 50 mg. 


sid 





- STORC Pharmaceuticals, Inc., 
Be 2326 Hampton Bivd., St. Louis 10, Mo. 






care of the aging 


when body tone, mental 
and sensory faculties 
begin to fade—she’s 
irritable, confused, 
forgetful, apathetic 


when voices begin to fade— 
in loss of auditory 
acuity, in tinnitus 


when vision begins to dim— 
in loss of 

visual acuity, in 

loss of peripheral 

vision 


Dosage: One or two teaspoonfuls of the 
Elixir or one or two Tablets four times a 
day —one-half hour before meals and before 
bedtime. 


Available: Elixir: Pint and Gallon bottles. 
Tablets: Bottles of 100 and 1000. 


References: 1. Goodman, L, S. and Gilman, A.: The 
Pharmacological Basis of Therapeutics, 2nd Ed., New 
York, Macmillan Company, 1955. 2. O’Reilly, PB O., 
Demay, M. and Kotlowski, K.: Cholesteremia and 
Nicotinic Acid, A.M.A. Arch, Int. Med. 100:797-801 
(Nov.) 1957. 


























This unique work surveys surgical problems in 


Just Published! 


An ouistan ling work 
on the important subject 
of surgical therapy 

Jor the aged rat 


SURGERY 
IN THE AGED 


Edited by Frank Glenn, M.D., S. W. 
Moore, M.D., John M. Beal, M.D. with 24 
contributors from the surgical staff of the 
New York Hospital-Cornell Medical Cen- 


ter. 534 pp., 7, x 9%, 159 illus., $17.50 


patients who are over sixty years of age. 


Beginning with a section on fundamental considerations, preoperative evaluation, anes- 
thesia, and postoperative care, the authors discuss specific surgical problems. These sub- 
jects are divided into seven general groups: Surgery of the Thorax and Thoracic Wall, 
Cardiovascular Surgery, Gastrointestinal Surgery, Surgery of the Biliary Tract and Liver, 


Surgery of the Genitourinary Tract, Surgery 
Reconstructive Surgery. 


of Special Systems, and Trauma and 











TRAUMA 
IN THE AGED 


Edited by Edgar M. 524 pp. 


illus., $16.00 


Bick, M.D., 6 x- 9, 


Dr. Bick presents in this work the special ther- 
apy suitable for aged traumatized individuals, 
and considers the problem of trauma compre- 
hensively, including information on incidence, 
treatment, and rehabilitation. A survey of the 
various traumas to which the aged are especially 
susceptible is presented as weil as the peculiar 
reactions of the aged to ordinary trauma. Of 
particular interest to all physicians is the chap- 
ter on rehabilitation which considers both the 
physical and psychologic factors involved. 


Order from 


entini 


THE 
MEANING 
OF DEATH 


Ph.D., 
$6.50 


Edited by Herman Feifel, 
351 pages, 534 x 8, illus., 


This book should prove of val- 
ue to those concerned with per- 
sons facing the prospect of 
death, engaged in coping with 
grief and bereavement, inter- 
ested in aspects of human per- 
sonality making for adaptive 
and maladaptive: reactions to 
stress and disaster situations, 
and persons studying the social 
scene. 
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Division 


“McGRAW-HILL BOOK COMPANY 


330 West 42nd St., New York 36, N. Y. 




















Now—with 


Alvodin 


ethanesulfonate 





relief of severe pain 
without drowsiness or hypnosis” 


ee 


new approach to “pure” analgesia 


Alvodine, a new potent narcotic analgesic which approaches “pure” analgesia, is 
unique among agents of its class because it is as effective as morphine but does not 
produce drowsiness, hypnosis or euphoria in the great majority of patients.** 
Alvodine is safer than morphine. It is free of both the high incidence and the 
severity of side effects associated with morphine. Respiratory and circulatory depres- 
sion are rare with customary dosages. Nausea and vomiting are uncommon and, 
unlike opiates, Alvodine does not cause constipation. 

In contrast to most other analgesics Alvodine is fully effective when administered 
orally. Injection may be given for quick action or when parenteral use is indicated. 
Alvodine tablets, 50 mg., scored. Average oral dose for adults—from 25 to 50 mg. 
every four to six hours as required. Alvodine ampuls, 1 cc., containing 20 mg. per 
cc. Average subcutaneous or intramuscular dose for adults—from 10 to 20 mg. every 
four hours as required. Narcotic Blank Required. 


*Alvodine, trademark. 
**In more than 90% of patients. 
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When Alvodine is particularly useful 
Because Alvodine generally relieves pain without causing a “drugged” condition, 
it is especially useful in those clinical situations in which it is desirable to have the 
patient alert and comfortable. 


Postoperative analgesia 
Alvodine relieves postoperative pain promptly, without any narcotizing effect. 
Because patients remain awake, early and frequent mobilization is possible, and the 
risk of pulmonary hypostasis and venous stagnation is decreased. 


Ambulatory patients 
Because Alvodine does not tend to interfere with mental acuity, it is particularly 
indicated for patients whose pain or disease does not necessitate bed rest. Alvodine 
is effective orally as well as parenterally for visceral pain and pain caused by cancer 
or disorders of the muscular, skeletal or neurologic structures. 


Severe pain from cancer 
When the patient with cancer begins to need strong analgesia, he can take Alvodine 
by mouth. It is as effective as morphine in relieving pain but produces neither 
drowsiness nor euphoria. It permits the patient with cancer to remain alert longer 
and to continue his day-to-day activities longer. 


e 
uithrop LABORATORIES 
New York 18. N. Y. 


Write for Alvodine brochure containing detailed information on 
clinical experience, addiction liability, side effects and precautions. 























Analgesics alone merely 
mask pain. New Medaprin 
adds Medrol* to suppress 

the inflammation that causes 
the pain and stiffness. 

Thus, to the direct relief of 
musculoskeletal pain, 


Medaprin | 


adds 
restoration of 
function. 





Medaprin is supplied in bottles of 
100 and 500 tablets. 


Each tablet contains: 


Medrol (methylprednisolone) .. 1 mg. 
Acetylsalicylic Acid ..........300 mg. (5 grs.) I 
Calcium Carbonate ...........200 mg. 
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THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN 


*Trademark, Reg. U.S. Pat. Off. 
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as hormones alone often don’t do 


2S 





of Fast-acting Milprem directly relieves 


both emotional dread and estrogen deficiency 


$. : : eat ar ° : 

(5 gts.) Dosage: One Milprem tablet t.i.d. in 21-day courses Many physicians find that estrogen therapy is 
with one-week rest periods; during the rest ° ° 
periods, Miltown alone can sustain the patient. not enough for the woman who is also filled 


with anxiety by her menopause. Her emotional 


Composition: Miltown (meprobamate) + conjugated dread may make her so miserable that it 


estrogens (equine). 


Supplied: Milprem-400, each coated pink tablet becomes a real clinical problem. 

contains 400 mg. Miltown and 0.4 mg. conjugated se ° 

estrogens (equine). Milprem-200, each coated This is where Milprem helps you so much. It 
old-rose tablet contains 200 mg. Miltown calms the woman’s anxiety and tension; pre- 
and 0.4 mg. conjugated estrogens (equine). . 

Both potencies in bottles of 60. vents moody ups and downs; relieves her 
Literature and samples on request. insomnia and headache. At the same time, it 


checks hot flushes by replacing lost estrogens. 

The patient feels better than she did on estrogen 

-— es % ® therapy alone. And your counsel and your 

é it » » "ae assurances can now help her make her 
adjustment much faster. 











(Miltown® plus natural estrogens) 
° WALLACE sic ah ld ranbury, N. J. 
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new clinical study’ 
cites beneficial 


results in over Ai 4 
90% of cases in ry, 


‘Sealy skin” 


* Sardo, 


* 


Use of SARDO in 118 dermatological patients to relieve 
dry, itchy, scaly, fissured skin achieved these excellent 


















results: 
CASES AFTER SARDO* 
Excellent Good Poor 
49 Senile skin 32 13 4 
’ 26 Dry Skin in younger 

patients (diabetes, etc.) 14 11 1 
20 Atopic dermatitis 8 10 2 
13 Actinic changes 9 4 _ 
10 Ichthyosis 3 4 3 
Skin Conditions Benefited No Benefit 
20 Nummular dermatitis 19 1 
10 Neurodermatitis 10 - 











SARDO acts! to (A) lubricate and soften skin, (B) replenish natural 
emollient oil, (C) prevent excessive evaporation of essential moisture. 


SARDO releases millions of microfine water-miscible globules to pro- 
vide a soothing suspension which enhances the efficacy of your other 
therapy. 


SARDO is pleasant, convenient, easy to use; non-sticky, non-sensitiz- 
ing. Bottles of 4, 8 and 16 oz. 


for SAMPLES and complete reprint of Weissberg paper, please write... 








Sardeau, Inc. 75 wast 55th Street, New York 22, N. Y. 


Y. 









1. Weissberg, G.: 
Clin. Med., June 
1960. 


2. Spoor, H. J.: 
N. Y. St. J. Med., 
Oct. 15, 1958. 


*patent pending 
T.M. ©1960 











Effective orally 
Musculotropic'—acts directly on the 
arterial wall to increase blood flow 
Indicated in both occlusive and 
vasospastic disorders 


Increases walking tolerance 
Relieves pain in extremities 
Promotes healing of leg ulcers 
Restores color and warmth to 
extremities 


Literature and professional samples avail- 
able on request. 


1. Council on Drugs, New and Nonofficial Drugs, 
J.A.M.A. 170:1670 (Aug. 1) 1959. 


* Trademark 


CG IVES-CAMERON COMPANY 
a New York 16, N.Y. 


CASE HISTORY' 


White male, age 57. Ischemic ulcers 
rovamelolaseliimelate Mx-*ero) ale Mh col-Mol mn (-3 im role) 
arteriosclerotic heart disease with con- 
gestive failure, and pneumonitis. Gen- 
Ye] MecolarefiireyaMiinl cen d-to MALIN oX-to MRS 
olimmaccvis(eilolammelfelicoliMmeliremellUgsilan 
No improvement of ulcers despite 
conventional peripheral vasodilators. 
Amputation of foot was contemplated. 


With CYCLOSPASMOL, 200 mg. q.i.d., 
marked improvement in ulcer crater 
with appearance of granulation tissue! 
within 3 weeks. No effect on toe, 
which was amputated. Continued ther- 
apy with CYCLOSPASMOL (and prophy- 
lactic antibiotic dressings) produced 
irerelimutcreliiate 


tReport and photographs courtesy 
ILM. Alpher, M.D., Washington, D.C. 














































High-concentration topical salicylate-menthol therapy 
(BEN-GAY) offers safe, penetrating relief of painful 
joints and muscles resulting from overexertion. 


Menthol-induced hyperemia plus high local concen- 
tration of salicylate has been recently rediscovered 
as one of the safest and most promptly effective 
remedies for rheumatoid discomfort due to exposure. 





New, objective evidence: 


A double-blind study! has reaffirmed 
the exceptional efficacy and safety of 
conservative, local treatment of 
chronic rheumatic disorders with 
BEN-GAY® (BAUME BENGUE), a high- 
concentration salicylate-menthol 
compound. 


The local and systemic effects of 
BEN-GAy were evaluated by entirely 
objective methods in 211 subjects of 
both sexes suffering from various 
types of chronic arthritis, bursitis, 
neuralgia, myalgia and lumbago. 
Changes in range of joint motion 
were determined by goniometer and 
by flexion. Topical application of 
BEN-GAy measurably improved artic- 
ular function in 94% when physical 
therapy was also used, and in 61% 
without adjunctive treatment. Effi- 
cient absorption of salicylate through 
the skin was indicated by an average 
urinary excretion of 15 mg. in 24 
hours. No ill effects were reported 
or observed. 


Benefits of Topical Salicylate 


in chronic rheumatic disease 


This controlled study offers new evi- 
dence of the efficacy and safety of 
local treatment of chronic rheumatic 
disease with BEN-Gay, one of the 
safest and most reliable formulae at 
the physician’s disposal. BEN-Gay is 
available in two strengths, Regular and 
Children’s. THos. LEEMING & Co., INC., 
155 East 44th St., New York 17, N.Y. 
1Brusch, C.A., et al.: Md. State Med. J.; 5:36, 1956. 
PRR SRNR Ay NOL 7 
| More efficient salicylate penetra- | 
tion of treated area and quicker 

| relief of pain is now made pos- 
| sible by the water-washable | 
| GREASELESS-STAINLESS BEN-GAY. | 
all 



















Demethylchlortetracycline Lederle 


performan 





‘cases 


“Extra” activity, milligram for milligram?* 
is the basis for outstanding clinical per- 
formance. Results of DECLOMYCIN 
therapy were satisfactory in a series of | 
pneumonia cases, over half of which were 
complicated by pleural, suppurative, bron- 
chial, or underlying structural lung 


1 

problems. } 

Vi 37 

ed 
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1. Duke, C. J.; Katz, S., and Donohoe, R. F.: Demethyl- Antibacterial Activity of Serum of Normal Subjects After 
chlortetracycline in the Treatment of Pneumonia, Read Oral Doses of Demethylichlortetracycline, Chlortetracy- 
at Seventh Antibiotics Symposium, veer 2 Cc. cline and Oxytetracycline. New England J. Med. 260:1099 
November 5, 1959. 2. Finland, M.; Hirsch, H. A., and (May 28) 1959. 4. Lichter, E. A.; Sobel, S.; Spies, H. W.; 
Kunin, C. M.: Observations on Demethylchlortetracycline, Lepper, M. H. and Dowling, H. F.: Demethylchiortetra- 
Read ‘at Seventh Antibiotics Symposium, Washington, cycling Therapy in Pneumonia, Scarlet Fever and Other 
D. C., November 5, 1959. 3. Hirsch, H. A. , and Finland, M.: Infections. A.M.A. Arch. Int. Med. 105:601 (Apr.) 1960. 


CAPSULES, 150 mg. — PEDIATRIC _— 60 mn /cc. —new ee -flavored SYRUP, 75 me: he cc. tsp. 
FULL ACTIVITY . LESS ANTIBI , EAK CONTE “EXTRA-DAY” ‘ 
PRECAUTIONS: The use of antibiotics ake may result in e' h of organisms. Constant observation of the patient is essential. 





LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York @@p 
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Ataraxoid 


prednisolone-hydroxyzine HCl 
corticosteroid-ataractic 
combination for superior 


control in 
rheumatoid 
arthritis 


Science 

for the world’s 
well-being™ 
Pfizer 

PFIZER LABORATORIES 


Division, Chas. Pfizer e Co., Inc. 
Brooklyn 6, New York 














Ataraxoid°® 
IN BRIEF 


ATARAXOID combines the tension-relieving effects of 
hydroxyzine with the anti-inflammatory action of 
prednisolone, a we]l-established corticosteroid, for 
superior control without wnexpected side effects. 


INDICATIONS: Rheumatoid arthritis; collagen dis- 
eases and related conditions; other musculoskeletal 
disorders (myositis, fibrositis, bursitis, etc.) ; aller- 
gic states, including chronic bronchial asthma and 
severe hay fever; and allergic/inflammatory diseases 
of the skin and eyes. 


ADMINISTRATION AND DOSAGE: ATARAXOID dosage 
varies with individual response. Clinical experi- 
ence suggests the following daily dosage: Initial 
therapy—4-6 ATARAXOW 5.0 Tablets. Maintenance 
—1-4 aTARAxOID 5.0 Tablets or 2-8 ATARAXOID 2.5 
Tablets. After initial suppressive therapy, gradual 
reduction of prednisolone dosage should begin and 
continue until the smallest effective dose is reached. 
Prescribe in divided doses, after meals and at 
bedtime. 


SIDE EFFECTS: Prednisolone may produce all of the 
side effects common to other corticosteroids. As 
with other corticosteroids, insomnia, mild hirsut- 
ism, moonface, and sodium retention have 
occurred. Osteoporosis may develop after long- 
term corticosteroid therapy. 


PRECAUTIONS AND CONTRAINDICATIONS: Usual corti- 
costeroid precautions should be observed. Incidence 
of peptic ulcer may increase on long-term predniso- 
lone therapy. However, therapy has often been 
maintained for long periods without adverse effects. 
Contraindicated in infectious disease including 
active tuberculosis (except under close supervi- 
sion) , peptic ulcer, certain infections of the cornea, 
such as dendritic keratitis, superficial punctate 
keratitis, epidemic keratoconjunctivitis, and in 
patients with emotional instability. Caution is indi- 
cated in the treatment of patients with severe car- 
diovascular disease, and in some cases sodium 
restriction and potassium supplementation must 
be considered. 


SUPPLIED: As green, scored ATARAXOID 5.0 Tablets, 
containing 5 mg. prednisolone and 10 mg. hydroxy- 
zine hydrochloride and blue, scored ATARAXOID 
2.5 Tablets containing 2.5 mg. prednisolone and 
10 mg. hydroxyzine hydrochloride. 


More detailed professional information available 
on request. 












ae emphasis is on 


PAIN RELIEF 
in the low back syndrome 


not only relieves pain but also relaxes taut muscles 


SAFE POTENT FAST 


(carisoprodol Wallace) 


Samples and literature on request 





® 
(fi) WALLACE LABORATORIES, Cranbury, New Jersey 


NOW WIDELY PRESCRIBED QUINIDINE 
THERAPY IN CARDIAC ARRHYTHMIAS 


dura-tab s.m. 


exclusive oral 
Sustained Medication* 
Quinidine Gluconate (5 gr.) 





fe for these good reasons” 


q. 12 h. dosage 

QUINAGLUTE DURA-TAB S.M. tabiets 
maintain effective uniform blood levels 
around the clock, day and night. 


better tolerated 

because quinidine gluconate is 

ten times more soluble than the sulfate 
— and easier on the g.i. tract. 


uniformly efficient 
no let-down in plasma levels where 
arrhythmias tend to occur. im 


Bottles of 30, 100 and 250. 
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1. Bellet, S., Finkeistein, D., and Gilmore, H.: 
A.M.A. Archives Int. Med. 100:750, 1957. 


2. Bellet, S.: Amer. Heart J. 56:479, 1958. 
3. Finkelstein, D.: Penn. Med, J. 61:1216, 1958. 
4. Bellet, S.: Amer. J. Cardiology 4:268, 1959. 


Samples and literature — write... 
WYNN finest 

CORPORATION 
Lancaster Ave. at 51st Street, Philadelphia 31, Pa. ° 
Also available: INJECTABLE QUINAGLUTE 


10 cc. Vials, 0.08 Gm. Quinidine Gluconate per cc. 
*U.S. Patent 2895881 
























For the patient who does not require steroids 


PARALATE 
Reciprocally acting nonster- 
oid antirheumatics . . . more 
effective than salicylate alone. 


In each enteric-coated tablet: 


Sodium salicylate U.S.P.....0.3 Gm. (5 gr.) 
Sodium 

para-aminobenzoate ...... 0.3 Gm. (5 gr.) 
HBBCOFINC BONA ass scecdccssesanccssubensstee 50.0 mg 
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or for the patient 
who should avoid sodium 


PABALATE 
Pabalate, with sodium salts 
replaced by potassium salts. 


P 
- Sodium Free 


In each enteric-coated tablet: 
Potassium salicylate .......... 0.3 Gm. (5 gr.) 





Potassium 
para-aminobenzoate ......0.3 Gm. (5 : 
SOONG BONG sce. sctsmnvssvecessecteeres 50.0 m 


IBALATE’ & PABALATE-! 


Your difficult rheumatic patient... 


through effective relief and rehabilitation 


For the patient 
who requires steroids 
PABALATE Hee 
(PABALATE WITH HYDROCORTISONE) 
Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage... satisfac- 
tory remission of rheumatic 
symptoms in 85 % of patienis 
tested. 

In each enteric-coated tablet: 


Hydrocortisone (alcohol) 
Potassium salicylate ......... 0.3 Gm. 
Potassium para-aminobenzoate.. 0.3 Gm. 
ASCONDIC ACI ......ssescsssssssonsonsnnssea 50.0 mg, 














For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 


A. H. ROBINS CO., 





INC., RICHMOND 20, VIRGINIA © Ethical Pharmaceuticals of Merit since 1878 
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but it is better tolerated 


IRCON tablet 


| e”™ of ferrous nl ; @ ] 
IRON AND IRON ALONE FOR IRON DEFICIENCY ANEMIA 
EACH IRCON TABLET CONTAINS 200 MG. FERROUS FUMARATE. BOTTLES OF 100. 
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Problems 
affecting 
psychiatric 
care of the 
aging 


EWALD W. BUSSE, M.D. 
DURHAM, NORTH CAROLINA 


Aging is usually accompanied by 
physiologic and pathologic changes 
which affect the functioning capaci- 
ty of the mind and body. Signifi- 
cant decline in hearing, vision, and 
psychomotor response time, and 
alterations in motivation, learning, 
and memory should be given prop- 
er attention in developing a thera- 
peutic regime. 


EWALD W. BUSSE is professor and chair- 
man, Department of Psychiatry, Duke 
University Medical Center. 
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HB Although statistics are available to 
indicate that the proportion of elderly 
people in our mental hospitals is in- 
creasing rapidly, we do not yet have the 
facts to show how this problem has 
come about. Can it be attributed to a 
relaxation in admission policies, to 
health education regarding mental ill- 
ness, or to a change in social attitude 
regarding responsibility of the young 
adult for older relatives? Or is it the 
result of an actual increase in the per- 
centage of elderly people who are be- 
coming mentally ill? These are just a 
few of the possible factors to be con- 
sidered. 


Factors Contributing to Hospitalization 


The elderly patient rarely has any say 
in the final decision regarding his hos- 
pitalization for mental illness. Whereas 
younger patients frequently seek psychi- 
atric help for themselves, older people 
rarely do so. The decision is made by 
the old person’s family or physician or 
by society. The family, or society, plays 
an important role in determining the ex- 
istence or nonexistence of mental dis- 
ease in elderly patients. Some segments 
of our society are perfectly willing to 
tolerate the individual who is showing 
changes consistent with the aging proc- 
ess and will continue to make a place 
for him in the community: Other seg- 
ments are quick to label the older per- 
son as mentally ill when the first obvi- 
ous evidence of decline in function ap- 
pears. 

A study made by Gruenberg in Syra- 
cuse, New York, correlated the socioeco- 
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nomic features of various areas of the 
city with the number of patients admit- 
ted to mental hospitals because of ‘“‘cere- 
bral arteriosclerosis” or “senile psycho- 
sis.’ The area with the highest admis- 
sion rate was characterized by the high- 
est proportion of widowed and divorced 
persons, multiple-dwelling structures, 
rental property, one-person households, 
and people seeking work or unable to 
work. Such an area is clearly an unstable 
one, and undoubtedly an older person 
finds it much more difficult to adjust in 
such surroundings. 

A patient who is not mentally ill and 
who cannot benefit from the protection 
or care offered by a mental hospital 
should not be routinely admitted to such 
an institution. While the majority of eld- 
erly patients who are brought to mental 
hospitals for admission show various de- 
grees of mental and emotional disturb- 
ance, many cannot be considered psy- 
chotic. According to a survey made in 
1954, 10 to 75 per cent of patients ad- 
mitted to mental hospitals for the treat- 
ment of senile psychosis or psychosis 
with cerebral arteriosclerosis were actual- 
ly not psychotic. I believe these figures 
to be conservative, if they are based on 
evaluation of the patients after several 
days of hospitalization. During this peri- 
od, the patient often recovers from the 
trauma of being uprooted from home 
and responds to treatment for any phys- 
ical illness which may underlie the psy- 
chotic reaction. Many such patients 
could, with proper attention and super- 
vision, get along very well in the com- 
munity. 

Peters and Fox! have explored the 
problem of what justifies an admission 
to a state hospital and have pointed out 
that many patients are sent to state hos- 
pitals because they require nursing care 
which is not available to them elsewhere. 
Sixty-five per cent of the patients ad- 
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mitted to the Central State Hospital for 
the first time were diagnosed as having 
chronic brain syndromes due to senility 
or cerebral arteriosclerosis. The authors 
felt that these patients could be cared 
for in a separate facility especially de- 
signed to meet their needs. I do not be- 
lieve that any kind of nursing home will 
meet the needs of such patients, who re- 
quire the help of persons with specific 
knowledge working in physical facilities 
which are designed especially for such 
care. It is my opinion that the psychi- 
atrist, with his basic knowledge of medi- 
cine, is the professional person best 
equipped to help plan for the care of 
the aged. The psychiatrist can and 
should help to develop community facil- 
ities which incorporate specific features 
of physical design and which are staffed 
by personnel with specific skills that 
may serve to halt or delay the progress 
of the organic mental illness. 


The Problem of Organic Disease 


The number and severity of the physi- 
cal diseases affecting elderly patients 
constitute a serious problem for the pro- 
fessional staff of a mental hospital. 
Many state hospitals find that a signifi- 
cant proportion of elderly patients (35 
per cent in one report!) die during the 
first year of hospitalization. Few mental 
hospitals are properly designed or ade- 
quately staffed to care for a large num- 
ber of patients with serious physical ill- 
nesses. It seems to me that the best way 
for state hospitals to meet this problem 
is by setting up special units (sometimes 
called geriatric units or medical admis- 
sion units) , which provide space, equip- 
ment, and staff to treat the physical ill- 
nesses as well as the emotional problems 
that are common to the elderly patient. 

Some psychiatrists divide their pa- 
tients into two categories: those with 
psychiatric disease and those with medi- 
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cal illness. In most instances, we think 
of the psychiatric disorders as being of 
functional origin. Many mental disturb- 
ances, however, are associated to some 
degree with physical illnesses, and psy- 
chiatrists differ as to which disorders 
should be classified as primarily medical 
and which as primarily psychiatric. Of 
100 male patients over the age of 60 
admitted to the Northern State Hospi- 
tal,? 81 were considered to have chronic 
brain syndromes due to conditions 
which were primarily medical: cerebral 
arteriosclerosis, senility, circulatory dis- 
ease, and infection. While these patients 
were cared for quite successfully by an 
internist, I feel that psychiatrists should 
not relinquish all responsibility for men- 
tal illnesses of organic origin. This opin- 
ion is supported by the experience of 
Wittson and Smith,? who transferred 10 
geriatric patients from the state hospital 
to a ward designed for research on the 
effects of a drug being tried for the 
treatment of arteriosclerosis. These pa- 
tients were all chronically ill and were 
not expected to be discharged from the 
state hospital. While the drug was found 
to have no effect whatsoever, the patients 
responded so well to the ward atmos- 
phere that half of them were discharged. 
Such experiences as this reinforce my 
belief that we should proceed with cau- 
tion when we separate mental illnesses 
into those of “psychiatric” and “medi- 
cal” origin. 


Perceptual Changes 


Among the perceptual facilities which 
help to maintain our contact with real- 
ity, hearing and vision are the most im- 
portant. Although the psychologic reper- 
cussions of serious auditory and visual 
impairments are generally recognized, 
the import of the more subtle changes 
which accompany the aging process is 
often overlooked. One of the subtle but 


GERIATRICS, OCTOBER 1960 


significant changes associated with aging 
is diminution in the ability to see in a 
poor light and to adapt the eyes to dark- 
ness. Studies by two different groups of 
workers*+® have shown that older per- 
sons benefit relatively more than young- 
er ones from increased illumination. 

Most physicians have observed that 
patients who are afflicted with a relative- 
ly sudden loss of hearing frequently be- 
come discouraged and depressed, and 
that, as time passes, suspiciousness and 
paranoid behavior may appear. Little 
attention has been given, however, to 
the more subtle auditory changes which 
accompany the aging process and the ef- 
fect of these changes upon personality 
functioning. In a study of airline pilots, 
McFarland® demonstrated a considera- 
ble loss of hearing in the higher fre- 
quencies after the age of 40. Many of 
the older pilots were unable to hear sig- 
nals of 30 decibels at 4,000 cycles per 
second. An interesting aspect of this 
study was the demonstration that in an 
airplane, where the low-intensity signals 
were covered by the noise, the older 
person’s hearing did not differ signifi- 
cantly from the young person’s. Appar- 
ently, the hearing losses which accom- 
pany aging do not consistently interfere 
with the intelligibility of a normal con- 
versation which is held in a noisy en- 
vironment. This finding may help to ex- 
plain why an older person who is sup- 
posedly hard of hearing frequently over- 
hears conversations that are not meant 
to reach his ear! 

Eisdorfer? has recently studied the ef- 
fects of visual and hearing losses on 
Rorschach performance in an aged pop- 
ulation residing in the community. The 
results revealed that moderate impair- 
ment of vision, whether corrected or un- 
corrected, had no discernible effect on 
the Rorschach responses. In contrast, 
auditory impairments were found to be 
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associated with significant differences in 
the Rorschach performance. 

This finding raises the question as to 
whether the psychologic changes asso- 
ciated with deafness are attributable 
solely to the increased difficulty in ver- 
bal communication or are related to 
other hearing functions. Ramsdell® has 
provided one way of viewing this prob- 
lem by dividing hearing into three lev- 
els: (1) the social level (comprehension 
of language), (2) the signal or warning 
level (reaction to sounds which have the 
connotation of danger), and (3) the 
background or primitive level. At the 
third level, the psyche does not con- 
sciously differentiate the incidental 
noises which are constantly a part of the 
background. A person with normal hear- 
ing is often not aware of the sounds of a 
car passing or a typewriter clicking in 
the distance, but these sounds do play a 
role in his feelings and responses. Such 
background noises are a constant bridge 
with reality. Unfortunately, the person 
whose hearing gradually decreases is 
often unaware that he has lost these 
background sounds. He only knows that 
he has a feeling of loss and a sensation 
that the world is dead. Obviously, this 
third level of hearing is fundamental to 
psychologic adjustment. 

Some degree of hearing loss is a part 
of the normal aging process, and a more 
serious decrement is not unusual with 
old age. It is important to lessen the 
psychologic effects of this problem by 
every means possible. The use of hear- 
ing aids, when practical, is an important 
step in the right direction. Another 
method of approach, however, would be 
to increase, rather than decrease, the de- 
gree of background noises in a geriatric 
unit. The effort to keep noise at a mini- 
mum, so that the older person can enjoy 
“peace and quiet,’ may be the worst 
possible therapy. 
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Nutrition and Diet 


Two studies made in England®:?° have 
indicated that, contrary to the general 
belief, dental defects, and even complete 
anodontia, do not interfere with nutri- 
tion. If the results of these studies are 
equally applicable in this country, it 
would appear that our chief concern 
with the diet of aged persons should be 
restriction of excessive caloric intake 
and of foods which have been linked 
experimentally with arteriosclerosis—in 
particular, foods which increase the 
level of cholesterol and lipoprotein in 
the blood serum. I am thinking particu- 
larly of the mentally retarded individual 
who cannot afford to risk any further 
loss of brain functioning. 


Changes Within the Central 
Nervous System 


A number of distinct neuwroanatomic 
changes are usually associated with ad- 
vancing age. While evidence of function- 
al deterioration is usually present when 
any of these changes are far advanced, 
further investigation is required before 
any definite behavioral correlates can be 
made. For example, the brains of elder- 
ly people who have shown normal men- 
tal functioning until the time of death 
often contain senile plaques similar to 
those found in the brains of patients 
with so-called senile dementia. Although 
the number of plaques tends to corre- 
late with the degree of mental impair- 
ment, the correlation is far from con- 
sistent.1 

Surprisingly, little is known about the 
physiologic changes associated with 
aging of the nervous system. Tendon re- 
flexes are diminished or absent in old 
age, and some degree of sensory loss 
occurs.12 Reaction times are definitely 
slowed in old age, or, more precisely, 
the time interval between the stimulus 
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and the motor response is lengthened. 
This increase in response latency is due 
to changes within the central nervous 
system rather than in afferent or effer- 
ent peripheral nerves.!* Measurement of 
the speed of simple responses may be 
useful in assaying the mental status of 
aging individuals. For example, a two- 
minute speed-of-writing test was found 
to be more satisfactory than various 
combinations of standard mental tests in 
differentiating between senile psychotics 
and normal subjects in the older age 
group.14 | 

Obrist!®> and Busse1® have focused at- 
tention on brain wave changes, which in- 
clude slowing of the alpha rhythm in 
normally functioning elderly subjects 
and an even greater slowing associated 
with psychologic decline. In addition, a 
peculiar focal disturbance has _ been 
found in “normal” subjects over the age 
of 60, as well as in subjects suffering 
from organic brain disease. In 80. per 
cent of the cases, these dysrhythmias are 
located in the left temporal area, most 
often in the anterior temporal region. 
This focal disturbance can easily be mis- 
interpreted as evidence of a cerebrovas- 
cular accident or an expanding lesion. 

As the cerebral blood flow diminishes 
with age, the brain becomes more vul- 
nerable to vascular insufficiency. This 
decrease in cerebral blood flow parallels 
the decline in cerebral metabolic rate.1* 


Psychologic Changes 


There are three aspects to be considered 
here—learning, memory, and _ intelli- 
gence. 

Learning. Learning is defined here as 
the ability of an organism to make new 
and complex changes in behavior as the 
result of practice. The majority of stud- 
ies which attempt to relate learning to 
age have been carried out with animals 
rather than with human subjects, and 
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these studies indicate that the ability to 
learn declines with age. Apparently, this 
decline occurs in human beings, too, 
even though one study has indicated that 
older persons come near the perform- 
ance of younger persons when learning 
within a familiar context.!8 Learning in 
an unfamiliar context produced a great- 
er disparity of results which favored 
youth. Kay!® reported that younger 
adults appeared to attack many prob- 
lems, regardless of difficulty, with the 
same degree of efficiency, whereas older 
persons became less efficient as the diffi- 
culty of a test increased. Korchin and 
Basowitz?® have suggested that the old 
person performs more poorly because 
he is cautious and not willing to venture 
a response for fear of making an error. 
They also speculated about the differ- 
ences which could result from motiva- 
tion. 

Memory. Memory is usually divided 
into recent and remote. Gilbert’s study 
of elderly subjects?! showed relatively 
little decline in their recent memory for 
simple material but increasing difficulty 
in memory as the material became more 
complex, particularly if it was presented 
in a new and unfamiliar context. The 
widely held belief that elderly people 
have a very efficient memory for past 
events is, in my opinion, not wholly 
true. The tendency of the older person 
to make positive statements about the 
details of a past event may be related to 
his psychologic needs and are not nec- 
essary based on accurate recall. 

Intelligence. It is difficult to measure 
intelligence in elderly subjects. ‘To begin 
with, there is no universal agreement re- 
garding the definition of “intelligence.” 
If one accepts the usual intelligence tests 
as valid measures, it appears that intel- 
ligence declines with advancing age. 
Birren has demonstrated that older per- 
sons display greater deficits on tests re- 
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quiring creativity and on tests involving 
time limits than on tests of verbal abil- 
ity.23 Intelligence tests, however, are de- 
signed in such a way that the results may 
be prejudiced in favor of younger peo- 
ple. Even tests “standardized” for elder- 
ly subjects must be used with caution 
until further work has been done.** It 
appears, however, that highly intelligent 
persons show considerably less decline 
in over-all ability than those with lesser 
intellectual capacities. 


Special Problems of Treatment 


The psychiatric treatment of elderly 
persons is complicated by a number of 
factors: 

1. In most psychiatric situations, the 
patient’s dependency upon members of 
the therapeutic team is recognized, un- 
derstood, and properly dealt with. Un- 
fortunately, the therapist’s ability to 
deal with the dependent relationship is 
often altered by the age discrepancy be- 
tween himself and the patient. The phy- 
sician may be made uncomfortable when 
a patient who is much older than he as- 
sumes the dependent attitude of a child. 
A striking example of this reaction was 
encountered recently in a student nurse 
who recognized that she was _ being 
treated like a mother by a 65-year-old 
woman. The student admitted that she 
would like to be a mother but not of a 
65-year-old daughter. This reaction, 
which is often not consciously recog- 
nized, produces anxiety in the therapist, 
whose defense may be withdrawal from 
the elderly patient. 

2. The physician and all members of 
the health team carry predetermined at- 
titudes and reactions with them into the 
therapeutic situation. A physician who 
has never felt comfortable in his rela- 
tionships with his parents is headed for 
difficulty when he tries to work with 
elderly patients. 
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3. All of us have an instinctive fear of 
physical and mental decline. When the 
physician observes a patient deteriorat- 
ing despite his best efforts, he is re- 
minded that he too is vulnerable and 
will inevitably face the changes of the 
aging process and death. 

4. Because elderly patients usually 
present chronic physical complaints and 
psychologic problems which are based 
to a large degree on their life situations, 
the psychiatrist may have a feeling of 
helplessness. It is true that the physician 
cannot reverse the physical changes and 
cannot restore the patient to socioeco- 
nomic security, but he can offer a specif- 
ic type of relationship which in part 
meets the dependency needs of such an 
elderly patient. By providing a_ basic 
type of security, the physician can en- 
courage the patient to venture into new 
areas in the hope of finding ways to 
restore his self-esteem. 

5. Older patients are resented by 
some nurses and some psychiatrists be- 
cause their verbosity wastes a considera- 
ble amount of time. The dermatologic 
service of Duke Hospital reports that it 
requires three times as long to obtain a 
medical history from an old patient as 
from a young or middle-aged adult. For- 
tunately, the dermatologist in this par- 
ticular instance recognizes that the allo- 
cation of extra time to an elderly patient 
fulfills a dependency need and is part of 
the therapeutic process. 

Nell T. Balkman** has pointed out 
that nursing personnel may not give 
credit to the older patient for having an 
awareness of their limitations. Health 
personnel must be tolerant of the older 
patient’s failures in memory, judgment, 
orientation, physical strength, and coor- 
dination. It is often possible, however, 
by both actions and words, to make such 
a patient understand that there are lim- 
its of tolerance. 
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Until recent years, little attention was 
given to providing psychiatric treatment 
specifically designed for the aged per- 
son. The whole explanation for this rela- 
tive lack of progress is not clear, but 
several factors can be implicated. One is 
the attitude of our culture, which glori- 
fies youth and material achievement. 
Only within recent years, since medical 
progress has made it possible for a sig- 
nificant proportion of our population to 
achieve advanced age, has there been an 
economic reason for spending much time 
and effort on old people. Now our socie- 
ty is becoming alarmed at the high cost 
of medical care for an aging population. 
Politicians are realizing the political po- 
tential of this new “block” of our popu- 
lation. At the same time, many of our 
leaders recognize our obligation to pro- 
vide as healthy and happy a life as pos- 
sible for every member of our society. 
As a result of this economic, political, 
and social awakening, some well-de- 
signed and well-motivated plans are 
being made to explore ways of provid- 
ing better health and life for older peo- 
ple. 

Another factor contributing to psychi- 
atry’s lack of interest in the problems of 
aging has been the influence of Freud, 
who gave two reasons for the failure of 
psychoanalysis in the treatment of older 
people: (1) “Owing to the accumula- 
tion of material, so much time would be 
required that the end of the cure would 
be reached at a period of life in which 
much importance is no longer attached 
to nervous health;” and (2) ‘Near or 
about the fifties the elasticity of our 
mental processes on which the treatment 
depends is as a rule lacking. Old people 
are no longer educable.”’ While these 
statements applied only to the classic 
psychoanalytic approach, they may have 
served to discourage all types of psy- 
chiatric therapy. There are some psychi- 
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atrists today who are reluctant to put a 
great deal of effort into the treatment of 
patients whose normal life expectancy is 
short, since they would probably have 
only a brief period in which to enjoy 
their improved emotional and mental 
status. 


Because of the factors I have cited, it 
is understandable that early psychother- 
apeutic technics geared for older people 
were not worked out on a scientific basis 
but were largely inspirational. A num- 
ber of psychiatrists—among them, Gold- 
farb, Hollander, Kaufman, Grotjahn, 
and Alexander—have attempted to mod- 
ify psychoanalytic technics and apply 
them to elderly patients. All have kept 
in mind the limitations imposed by the 
life situation of the older patient. Be- 
cause of these limitations, the patient 
often employs psychologic defense 
mechanisms to maintain his self-esteem. 
If these defenses are disturbed, inten- 
tionally or otherwise, the elderly patient 
may be unable to develop substitutes or 
find other ways of restoring his self- 
esteem. 

While treatment of the elderly must 
take into account the lessening in sexual 
drive and in the capacity for reproduc- 
tion, one must be careful not to discard 
sexual interests as unimportant in elder- 
ly patients. Heterosexual contact and 
sexual relations continue to provide con- 
crete demonstrations of mutual love and 
acceptance and often give physical satis- 
faction. Denial of the opportunity for 
sexual intimacy may deprive the older 
person of one means by which self- 
esteem can be maintained. 

Psychiatric treatment of elderly pa- 
tients must be planned and carried out 
with a specific goal in mind. The radical 
personality change which is often the 
aim of standard psychoanalytic technics 
will seldom be attempted by the wise 
psychiatrist who is treating an older pa- 
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tient. Rather, his goal will be to give re- 


lief from specific problems which can be 
alleviated in spite of the hindrances that 


exist. 


Summary of lecture given before the Eleventh 
Mental Hospital Institute, Buffalo, October 20, 
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older patient 
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More older persons now seek as- 
sistance for deafness. Generally, they 
present hypacusia not treatable 
through surgical intervention. A 
significant proportion of geriatric 
patients, however, possesses oto- 
sclerotic deafness. Five years’ ex- 
perience with stapes mobilization 
technics has demonstrated. that the 
older patient can be helped surgi- 
cally and that he responds to these 
procedures much the same as the 
younger patient. 
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MB it has been estimated that 75 to 80 
per cent of all deaf and hard of hearing 
persons in the United States are 50 years 
of age or older.'! These figures empha- 
size that it is very often the geriatric pa- 
tient who seeks otologic or audiologic 
assistance for his failing hearing. As our 
total population continues to age, the 
number of older patients seeking reha- 
bilitation for their auditory disorders is 
certain to increase. It seems appropriate, 
therefore, to consider here the surgical 
management of otosclerotic deafness in 
the older patient. 

During the past twenty years, otoscle- 
rosis surgery has gained widespread ac- 
ceptance and its utilization has been at- 
tended with notable success. Recent de- 
velopments in stapes mobilization tech- 
nics have made it possible to extend the 
application of these surgical procedures 
to an even larger segment of the acous- 
tically handicapped ‘population. Among 
the persons who may now, for the first 
time, be considered for otosclerosis sur- 
gery are many of those patients who fall 
within the upper age brackets. 

Although the most common auditory 
deficit observed in the older patient is 
presbycusis (figure I), a form of hy- 
pacusia characterized by atrophy or de- 
generation of the neuroepithelial struc- 
tures of the cochlea and spiral gangli- 
on,” the older patient often exhibits the 
mixed type of hearing loss- that stems, 
in part, from malfunctioning of a dis- 
eased middle ear (figure II). This so- 
called mixed type of deafness, as found 
in the geriatric patient, is typically the 
end product of some otic pathology of 
many years’ duration. In most instances, 
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the loss of hearing acuity was, in the be- 
ginning, purely conductive in nature 
(figure III). As the middle ear disease 
progressed and/or the natural aging 
processes of the auditory systems oc- 
curred, a neural or inner ear component 
also began to contribute to the loss of 
auditory sensitivity. 

In the normally hearing person, the 
middle ear structures shown in figure 
IV collect and transmit to the oval win- 
dow the sound waves picked up by the 
ear. A flexible drum membrane 
and freely moving ossicular chain are 
essential to normal hearing acuity. ‘The 
otosclerotic disease process, as shown in 
figure V, prevents the ossicular chain 
from carrying out its function by “‘freez- 
ing” the footplate of the stapes. It is at 
the stapes that reduction in sound ener- 


outer 


gy level generally occurs, for the oto- 
sclerotic lesion either hinders the stapes 
from moving or immobilizes it com- 
pletely. The result is the conductive 
form of deafness, for, in its early stages, 
otosclerosis little or no influence 
upon the inner ear functions. 


has 


In the past, before the development of 
today’s elaborate and highly specialized 
auditory testing equipment and proce- 
dures, the mixed form of deafness was 
the sensori-neural 
variety. Now, however, the application 
of carefully calibrated bone conduction 
tests and tests for auditory recruitment 
and speech discrimination ability ena- 


often mistaken for 


bles the clinician to detect even a rela- 
tively minor middle ear disorder. These 
testing procedures also lead to identifi- 
cation of cochlear and retrocochlear le- 
sions, thus making it possible to, with 
greater certainty, reject as surgical can- 
didates those patients whose hearing dis- 
orders are not amenable to otosclerosis 
surgery. Improved audiometric technics, 
as well as other diagnostic procedures, 
have resulted in the more accurate iden- 
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tification of the otosclerotic patient 
whose hearing deficit is the type most 
likely to respond to surgical interven- 
tion. As a result, the proportion of surgi- 
cal patients experiencing significant 
gains in auditory sensitivity has been 
markedly improved. 
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FIG. 1. Audiogram showing a typical presbycusic 
hearing loss. Note that air and bone conduction 
curves coincide and that loss is mainly in higher 
tones. 
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FIG. 1. Audiogram showing a moderately severe 
nixed hearing loss. Note air and bone conduc- 
ion differential, especially in lower tones. 
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FIG. 11. Audiogram showing a purely conductive 
hearing loss of otosclerotic origin. 
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As stated above, the largest propor- 
tion of cases of mixed deafness found in 
the older patient is attributable to either 
long-term chronic otitis media or clinical 
otosclerosis. In this report, we intend to 
deal only with the surgical management 
of otosclerosis in the older patient. 


Otosclerosis Surgery 


The goal of modern otosclerosis surgery 
is the closure of the gap between the 
air and bone conduction audiometric 
curves, or, stated in other terms, com- 
plete removal of the barrier to transmis- 
sion of sound across the middle ear. In 
the case of a purely conductive hearing 
loss, which is usually found only in the 
younger otosclerotic patient, successful 
stapes mobilization can provide com- 
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pletely normal hearing acuity in the op- 
erated ear. In the older patient, who typ- 
ically presents a cochlear lesion in addi- 
tion to middle ear deafness, successful 
stapes mobilization surgery results in a 
perceptive type of hearing loss of mild 
to moderate extent (figure VI). The net 
result of this surgery is to bring the pa- 
tient’s hearing acuity back within the 
socially adequate range of sensitivity— 
that is, no more than a 30-db hearing 
loss, or to reduce the over-all hearing 
loss sufficiently to permit the use of a 
less powerful or smaller hearing aid in 
the case of the severely deafened pa- 
tient. In either event, the potential post- 
surgical rehabilitation of the patient is 
sufficient justification for operation if 
the patient is otherwise in good health 









Fig. IV Stapes 


Middle ear 


FIG. Iv. Diagrammatic representation of normal middle ear structures. 


FIG. v. Diagrammatic representation of middle ear with otosclerotic involvement of stapes footplate. 
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and capable of undergoing this type of 
surgery. 

At this point in our discussion, it seems 
appropriate to review the pathogenesis 
of the otosclerotic disease process and 
its impact upon the auditory systems. 
Otosclerosis or otospongiosis has been 
the object of long continued study on 
the part of many clinical and scientific 
disciplines because it is one of the lead- 
ing causes of deafness. It has been esti- 
mated that 4 per cent or more of the 
total population’ or 35 to 40 per cent of 
the acoustically handicapped population 
suffers from otosclerosis (authors’ esti- 
mate). Otosclerosis is primarily a dis- 
order of the bony walls of the otic cap- 
sule or labyrinth, and, in spite of the fact 
that there are many theories of causa- 
tion, its etiology remains obscure. He- 
redity and other types of tissue dyscra- 
sias may influence its development, al- 
though there are authorities who would 
deny this. 

In brief, otosclerosis involves patho- 
logic changes in the otic capsule and oc- 
curs when, for reasons not well under- 
stood, a process of resorption of the 
original, intact bone of the labyrinthine 
capsule begins to take place. The healthy 
bone, which has been destroyed by la- 
cunar erosion, is replaced, eventually, 
by the formation of a breciated bone 
showing irregular patterns of mosaic 
design (figure VI1). The disease process 
itself begins as one or more minute foci 
gradually extend their area of involve- 
ment until they invade the entire cap- 
sule, including the semicircular canals 
and both labyrinthine windows. It is im- 
portant to note that, in addition to re- 
placement of healthy bone by sclerotic 
bone, there is in advanced cases a pro- 
nounced overgrowth of pathologic bone 
which obliterates the fossa ovalis and 
round window niche, thus changing the 
geography of the middle ear completely 
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FIG. vi. Audiogram showing severe mixed deaf- 
ness. Closure of gap between air and bone con- 
duction curves would result in moderate high- 
tone deafness. 





FIG. Vi. Photomicrograph 


of section 
otosclerotic stapes footplate showing bony tissue 


through 


with thickened trabeculations and _ sclerotic 
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and producing a very severe degree 
auditory impairment. 

Otosclerosis may occur at any time in 
life, although it appears most frequently 
after puberty and during pregnancy, 
puerperium, and menopause. Approxi- 
mately twice as many females as males 
appear to have the clinical or histologic 
stigmata of the disease. This disease may 
exist for years without manifesting itself 
clinically, for, unless the changes in 
bone structure involve the oval window, 
round window, or, less frequently, 
acoustic labyrinthine spaces, the disease 
remains silent and lacking in observable 
symptoms. 
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Typically, the first symptoms are slight 
dulling of auditory acuity and develop- 
ment of tinnitus, unilaterally or bilat- 
erally. In most instances, the otologist is 
unable to discover any apparent reason 
for the progressive loss of hearing which 
becomes increasingly handicapping to 
the patient until he is no longer able to 
participate easily in verbal communica- 
tion. 

Characteristically, otosclerosis first ap- 
pears audiometrically as a low-tone con- 
ductive deafness, with little or no dimi- 
nution of cochlear function as revealed 
by bone conduction testing. The otologic 
examination usually reveals an intact 
tympanic membrane and no associated 
nose and throat pathologies. Occasional- 
ly, when the disease process is in a very 
active stage, the drum membrane will 
take on a pinkish hue that is caused by 
the markedly increased vascularity of 
the promontory of the middle ear. 

As the disease progresses, the extent 
of middle ear loss of hearing increases, 
as does also cochlear loss. ‘The latter de- 
fect most often becomes increasingly 
evident in the higher test frequencies 
and gradually moves downward until it 
affects even the lower audiometric tones. 
The reason for the occurrence of con- 
ductive hearing loss is well understood, 
for it involves an increase in the stiffness 
and mass of the ossicular chain and 
stapes footplate, changes that militate 
differentially against the lower frequen- 
cies requiring a greater amplitude of 
movement for their transmission. The 
reason for the emergence of the sensori- 
neural disorders is less well understood 
and may be due to compression of the 
eighth nerve by the otosclerotic foci in- 
volving the internal auditory meatus. 
Whatever the cause of the perceptive 
component, it can be expected to in- 
crease as the otosclerotic disease process 
progresses. In any event, the less coch- 
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lear loss shown by the patient, the more 
effective in restoring auditory sensitivity 
is the otosclerotic surgery. Recent expe- 
rience, however, has shown that the ex- 
istence of even a moderate degree of 
cochlear damage is, in and of itself, no 
reason for witholding stapes mobiliza- 
tion from the older patient. 

Stapes Mobilization 

In 1953, Rosen* reported the first suc- 
cessful modern application of the tech- 
nic of stapes mobilization. For the first 
time, the otologic surgeon was given a 
simple, conservative surgical means of 
restoring hearing in the otosclerotic pa- 
tient. As a result of the widespread uti- 
lization of stapes mobilization technics, 
an increased number of patients can 
now be given hope of relief for their 
otosclerotic deafness. 

Since their modern inception, stapes 
mobilization technics have gone through 
several well-defined stages of develop- 
ment. Rosen’s original procedure in- 
volved the application of mechanical 
force to the incudostapedial joint. ‘This 
technic, however, resulted in a number 
of cases wherein the footplate was not 
mobilized, but rather one or both of the 
stapes crura were fractured. To prevent 
this, a modification of Rosen’s original 
procedure was developed which involved 
pressure upon the stapes footplate it- 
self. This variation in technic produced 
a higher proportion of mobilized foot- 
plates but could not be used success- 
fully if there were extensive incrusta- 
tions of otosclerotic foci covering more 
than the anterior portion of the foot- 
plate. As a result, it was seen that fine 
chisels could be utilized to free the im- 
prisoned footplate around its complete 
circumference.6 The development of 
these chisel procedures was made possi- 
ble through the use of the high powered 
binocular operating microscope, as shown 
in figure VIII. 
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The use of chisel technics brought 
about an increased proportion of mo- 
bilized footplates but did not, as is also 
true of its predecessors, make provision 
for the remarkable tendency of otoscle- 
rotic bone to heal with a resulting re- 
fixation of the stapes footplate. As a re- 
sult, the so-called bypass or anterior cru- 
rotomy technic was evolved. In essence, 
this procedure involves freeing only the 
undiseased portion of the stapes by cut- 
ting across the short dimension of the 
footplate, thus creating a false joint and 
a freely mobile miniature footplate. In 
addition, the anterior crus was severed, 
providing a condition of monopodolysis 
for the stapes. 

Anterior crurotomy produced a signif- 
icantly higher proportion of mobilized 
footplates with a resultant improvement 
in hearing acuity. As additional experi- 
ence was gained, however, it was seen 
that patients with well-advanced cases of 
otosclerosis involving all of the stapes 
footplate could not be treated with any 
stapes mobilization procedures. Because 
of this, the means were sought. whereby 
the case with a severe degree of otoscle- 
rotic bone formation could also be 
helped. 

In 1956, Shea’ first described his at- 
tempts to deal with the very advanced 
case of otosclerosis in which the foot- 
plate and surrounding areas of the fossa 
ovalis had been obliterated by sclerotic 
bone. It was his conviction that the 
means could be found whereby much of 
the disease could be removed while at 
the same time preserving the physiolog- 
ic functions of the middle ear sound 
conducting apparatus. In 1958, Shea§ 
described fully his technic of fenestrat- 
ing the footplate and using a plastic 
prosthesis to restore ossicular chain 
function. In general, this procedure in- 
volves complete removal by either sur- 
gical pick or drill of the affected foot- 


686 





4 
a 
if 


AAS 


FIG. vill. Photograph illustrating use of binocular 
operating microscope. Surgical pick is being 
passed through speculum into patient’s middle 
ear. 


plate, thus producing a patent oval win- 
dow that conforms to the outlines of the 
original fenestra. This maneuver results 
in the complete destruction of the stapes 
so that a substitute for the footplate as 
well as the stapes crura had to be found. 

After considerable experimentation 
involving the use of an artificial stapes 
fashioned from plastic material, Shea 
found that a segment of vein taken from 
the patient’s forearm and grafted over 
the patent oval window could provide an 
effective substitute for the footplate of 
the stapes. In order to reestablish me- 
chanical contact with the incus, Shea 
used a small section of polyethylene 
plastic tubing which was fastened onto 
the lenticular process of the incus and 
was placed perpendicular to the surface 
of the vein graft. This surgical proce- 
dure has the effect of removing the dis- 
eased stapes and replacing it with a sub- 
stitute, which in many cases acts to re- 
store normal middle ear conductive 
properties (figure IX). 

Since 1955, there has been an ever- 
increasing acceptance and application of 
stapes mobilization and concomitant im- 
provement in technic and surgical re- 
sults. Rosen’s original principle, which 
involved the restoration of the natural 
energy conductive route into the inner 
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ear, has not been abandoned. Although 
the means whereby this goal is accom- 
plished have undergone considerable 
evolutionary change, the site of surgical 
attention has not been altered. 

There are several important reasons 
why stapes mobilization technics can be 
utilized in the case of the older patient 
with otosclerosis. These technics do not 
involve extensive mastoid surgery and 
are generally done under local anesthe- 
sia. This brings about a reduction in 
surgical risk and postoperative recovery 
time. In addition, these technics do not 
leave a mastoid cavity that often re- 
quires prolonged postsurgical care. Fi- 
nally, the older patient generally pre- 
sents a disease process that has run its 
course and therefore can be expected to 





remain stationary. This means that the 
mobilized footplate has an excellent 
chance of remaining free because of the 
lessened tendency for further develop- 
ment of otosclerotic bone and ensuing 
reimmobilization. 


Application of Anterior Crurotomy and 
Fenestra Ovalis Technics 


Preoperative preparation of the patient 
is the same for either anterior crurotomy 
or fenestration of the footplate. Both 
procedures are done under local anes- 
thesia. Before entry into the operating 
room, the patient is heavily sedated. 
After positioning and draping, the pa- 
tient’s outer ear and surrounding auric- 
ular region are washed and carefully 
sterilized. Local anesthesia of the exter- 
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FIG. Ix. Drawing illustrating a Shea vein graft and plastic prosthesis positioned in 
middle ear of patient. 
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nal meatus is achieved by injecting a | 
per cent solution of Xylocaine. With the 
operating speculum in place, the skin of 
the auditory canal next to the tympanic 
membrane is injected with a 1 per cent 
solution of Xylocaine containing 1:100,- 
000 proportion of epinephrine. Further 
hemostasis is obtained in the operating 
field by employing Gelfoam sponges 
soaked in a 1:1,000 epinephrine solution. 

Because there is always some systemic 
epinephrine effect that is generally more 
pronounced in the older patient, medical 
clearance must be obtained in order to 
make sure that the patient can tolerate 
this amount of epinephrine. In most in- 
stances, a maximum of 0.5 cc. of 1:1,000 
solution of epinephrine divided into sev- 
eral doses over a period of one to two 
hours is given. 

Patients with severe hypertension or 
cardiovascular or thyroid disease in ad- 
dition to otosclerotic deafness should be 
carefully prepared or excluded com- 
pletely if there is reason to anticipate an 
untoward epinephrine reaction. With 
adequate preparation and careful post- 
operative attention, most older patients 
can be expected to withstand these sur- 
gical procedures well, for they produce 
little or no systemic shock or significant 
physiologic alterations. Whenever a 
question arises as to the wisdom of sub- 
jecting an older patient to otosclerosis 
surgery, consultation with the geriatri- 
cian or internist will generally remove 
any uncertainty. 

Because the period of convalescence is 
usually short and remarkably unevent- 
ful, postsurgical care of the patient is 
minimal. The patient is instructed to lie 
on the unoperated ear for forty-eight 
hours. This precaution lessens the tend- 
ency for vertigo or other vestibular re- 
actions. Most patients are fully ambula- 
tory after the third postoperative day 
and should be encouraged to engage in 
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restricted activities as soon as possible in 
order to facilitate healing. The usual 
hospitalization period does not exceed 
five days, and, at the end of the first two 
weeks postoperatively, the patient can 
then slip back into his normal living 
routine. 


Analysis of Clinical Results 


At present writing, almost 1,000 stapes 
mobilization procedures have been car- 
ried out in this department. Of this num- 
ber, 775 patients were available for ex- 
tensive otologic and audiometric follow- 
up study. As a result of this experience, 
we have formed several firm conclusions 
regarding the surgical management of 
the otosclerotic patient as well as the 
feasibility and desirability of applying 
these surgical technics in the case of the 
older patient. 

Elsewhere,? we have discussed in de- 
tail the basis for our decision to discard 
most of the many stapes mobilization 
technics in favor of anterior crurotomy 
and fenestration of the oval window. It 
has been found that one or the other of 
these procedures can be used success- 
fully, no matter what the age of the pa- 
tient or the extent of his otosclerotic in- 
volvement. Anterior crurotomy is used 
for the older patient who has localized 


distribution of sclerotic bone or who 
shows evidence of a ‘‘burnt-out” or in- 
active otosclerotic disease process. For 


the older patient who possesses signs of 
very active bone formation or who has 
a very advanced degree of otosclerotic 


involvement, fenestration of the oval 
window is used.1@ 
Of our entire series of otosclerosis 


surgery patients, 77, or 10 per cent were 
50 years of age or older. Reference to 
table 1 reveals that the majority of these 
patients falls into the 50 to 59 years’ 
bracket, although the other age catego- 
ries contain a sufficient number of cases 
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Distribution of Ages of 





TABLE | Older Patients Undergoing 
Stapes Mobilization 
Number of 
Age level patients Percentage 
50-69 48 62 
60-69 1S 25 
70 and over 10 is 
Totals 77 100 


upon which to base our clinical and sta- 
tistical findings. 

Table 2 presents a summary of audi- 
ometric findings obtained from our total 
series of otosclerotic surgery cases. Ref- 
erence to this table will indicate that, of 
the 775 stapes mobilization procedures 
done, 372, or 48 per cent, reached or 
exceeded the all-important 30-db hear- 


ing level, while 488, or 63 per cent of 
the cases, obtained a significant improve- 
ment in hearing acuity; 233, or 30 per 
cent, showed no significant gain or loss 
in hearing sensitivity as a result of sur- 
gery and 54, or 7 per cent, showed a 
loss in acuity postsurgically. It should be 
noted that these figures cover a period 
in excess of five years and include our 
earliest cases done before many techni- 
cal improvements in surgical technic 
were established. 

Table 3 contains a similar summary 
of postsurgical findings relating to the 
older patient group. It can be seen that 
35, or 45 per cent of these patients, 
reached or exceeded the 30-db hearing 
level, while 51, or 66 per cent, achieved 
a significant gain in hearing efficiency; 
22, or 29 per cent, showed no change in 
hearing acuity, and 10, or 5 per cent, 
dropped in auditory sensitivity as a re- 
sult of stapes mobilization. Again, these 




















TABLE 2 Postsurgical Audiometric Results for Entire 
Series of Otosclerotic Patients 
30-db level Gain of 11 db No gain —5 to Loss —6 db 
Total or better or more +10 db or more 
number —— ~ -——_—__—- 
N % N ao N gq N % 
7715 342Z 48 488 63 233 30 54 7 
TABLE 3 Postsurgical Audiometric Results for Geriatric 
Series of Otosclerotic Patients 
30-db level Gain of 11 db No gain —5 to Loss —6 db 
Total or better or more +10 db or more 
number - — oe —— or 
N % N % N % N % 
77 35 45 51 66 22 29 4 5 
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figures encompass a period greater than 
five years. 

Comparison of these 2 sets of data re- 
veals that the results of otosclerotic sur- 
gery done in the older patient are very 
similar to those obtained generally. 
Therefore, we have concluded that there 
is no age limit that must be set for this 
type of surgery, providing the patient is 
in good general health. In other words, 
the patient’s age per se is not a control- 
ling factor in the achievement of suc- 
cessful results in stapes mobilization. 
Often, the older patient will have 
reached an inactive stage of otosclerotic 
bone development, thus enhancing his 
chances for a long-term restoration of 
efficient middle ear function. 

In order to be assured of good surgi- 
cal results, however, the presurgical 
work-up of the older patient must be 
very carefully done, for these patients 
possess a greater number of cochlear 
disorders and systemic medical prob- 
lems that preclude the successful appli- 
cation of stapes mobilization. Only me- 
ticulous medical and audiologic study 
can be counted on to reveal these condi- 
tions in many cases. In addition, the 
surgeon and the patient must satisfy 
themselves that sufficient gain in audi- 
tory sensitivity can be obtained post- 
surgically to warrant the application of 
these procedures. 

Generally speaking, 
not be placed above 


if the patient can- 
the 30-db hearing 
level or if he cannot be given sufficient 
improvement in middle ear function to 
increase materially his use of a hearing 
aid, the surgery should not be _per- 
formed. 


Presentation of Illustrative Cases 


Because of the relative newness of these 


particular surgical technics, it is of in- 
terest to describe in some detail several 
illustrative cases of otosclerosis surgery 
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FIG. x. Pre- and postoperative audiograms for 
patient no. 1. Note postoperative gain in air 
conduction averaging 33 db across speech fre- 
quencies. 


performed in patients falling into the 
older age brackets. 


Patient no. 1, whose pre- and postopera- 
tive audiograms are shown in figure X, was 
53 years of age at the time anterior crurot- 
omy was carried out. The patient’s history 
and examination revealed that he had had a 
hearing loss for many years and that his 
father had also had a similar hearing prob- 
lem. The hearing loss had become progres- 
sively worse, although there was no history 
of infection in either ear. The patient had 
been subjected to a moderately high level of 
occupational noise for over thirty years. 
Both eardrums were normal in appearance, 
and the nose and throat examination was 
unremarkable. The pure tone audiogram 
showed a bilateral conductive loss that was 
worse in the right ear. The Weber test did 
not lateralize, and the Rinne test was nega- 
tive for both ears. The patient revealed 
also that he had experienced a coronary 
attack two years previously and had recov- 
ered sufficiently to return to his regular oc- 
cupation. 

The patient was diagnosed as having bi- 
lateral otosclerosis with acoustic trauma. 
Stapes mobilization was planned for the 
right ear. At the time of surgery, it was 
discovered that the patient showed an in- 
active case of otosclerosis involving primari- 
ly the anterior portion of the stapes foot- 
plate. Anterior crurotomy was carried out, 
which resulted in the closure of the gap be- 
tween air and bone conduction audiometric 
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curves and normal hearing acuity in the op- 
erated ear. Before surgery, this patient had 
worn a hearing aid, which he now has dis- 
carded. Because of the successful outcome 
of the surgery in the right ear, the patient 
has elected to have the other ear operated 
in order to obtain bilaterally symmetric 
hearing. 

Patient no. 2 was 65 years of age at the 
time of surgery, and her pre- and postsurgi- 
cal audiograms are shown in figure XI. The 
history revealed a hearing loss of long dura- 
tion which had been treated in many ways 
without benefit. This patient had used a 
hearing aid for twenty years. The otologic 
examination was essentially negative, and 
auditory studies revealed a bilateral mixed 
conductive loss that was worse in the right 
ear. There was a wide air-bone conduction 
gap. The patient was diagnosed as having 
bilateral otosclerosis with some neural de- 
generation. 

At the time of surgery, a fairly extensive 
formation of otosclerotic bone was encoun- 
tered, so that fenestration of the footplate 
was carried out. The surgery proceeded 
without incident, and the patient experi- 
enced a normal convalescence. Postoperative 
hearing tests revealed an average gain of 35 
db across the speech-hearing range. Al- 
though, because of the severity of the loss 
by bone conduction, the patient’s hearing 
acuity could not be brought substantially 
below the 30-db hearing level, she was able 
to participate easily in most social situations 
without a hearing aid. Preoperatively, even 
with the hearing aid, conversation had been 
difficult for this patient. 

Patient no. 3 was 76 years of age at the 
time of stapes mobilization. The history of 
the patient’s hearing disorder revealed that 
he had observed a diminution of hearing 
sensitivity approximately six years previous- 
ly. He had been given treatment that pro- 
duced little or no improvement in hearing 
sensitivity. The patient had purchased a 
hearing aid four years before and had used 
it with indifferent success. Examination of 
ears, nose, and throat was negative, and 
auditory studies revealed a bilateral mixed 
loss of hearing of the falling type (figure 
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XII). The patient was diagnosed as having 
otosclerosis with a nerve loss of the presby- 
cusic type. Because there was a substantial 
difference between air and bone conduction 
curves, it was decided to carry out stapes 
mobilization. It should be noted that this 
patient was in very good general health. 

The left ear was operated, and, at the 
time of surgery, it was seen that the patient 
had the localized type of otosclerotic lesion. 
Anterior crurotomy was done with complete 
removal of the middle ear block to sound 
transmission into the inner ear. At present, 
the patient is able to get along without the 
hearing aid and plans to have the other ear 
operated in the near future. 


Conclusions 


As the result of over five years’ experi- 
ence with stapes mobilization, during 


500 1000 =2000 4000 8000 





FIG. xI. Pre- and postoperative audiograms for 
patient no. 2. Note postoperative gain in air 
conduction averaging 41 db across speech fre- 
quencies and closure of air and bone conduction 
differential. 


500 1000 2000 4000 8000 


FIG. xl. Pre- and postoperative audiograms for 
patient no. 3. Note postoperative gain in air 
conduction averaging 20 db across speech fre- 
quencies. 
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which time almost 1,000 stapes mobili- 
zation procedures have been carried out 
on patients ranging in age from 13 to 76 
years of age, we have formed the follow- 
ing conclusions regarding the applica- 
tion of middle ear surgery for the relief 
of otosclerotic deafness. 

1. Depending upon the. activity and 
degree of advancement of the otoscle- 
rotic disease process, either anterior cru- 
rotomy or fenestration of the oval win- 
dow can be used most successfully in 
the improvement of hearing for the oto- 
sclerotic patient. 

Age per se is not an important fac- 
tor in the selection of candidates suita- 
ble for otosclerosis surgery, for the re- 
sults obtained in patients who are 50 
years of age or older are very similar to 
those achieved in the general otoscle- 
rotic patient population. 

Depending upon the state of coch- 
lear function, stapes mobilization can 
either restore the patient to a socially 
serviceable level of hearing acuity or, by 
narrowing or closing the air and bone 
conduction differential, make it possible 
for him to enjoy the benefits of auditory 
amplification with greater efficiency and 
comfort. 

tf. In the case of older patients par- 
ticularly, it is of paramount importance 
to subject the potential surgical candi- 
date to a searching medical and audio- 
logic scrutiny. The presence of a system- 
ic disorder can result in serious surgical 
complications, while the existence of re- 
cruitment, very poor speech discrimina- 
tion ability, or lowered tolerance to am- 
plified sounds suggests that, because of 
disordered cochlear functions, the pa- 


















tient’s ability to respond well to stapes 
mobilization is markedly reduced. 

Because of the conservative nature 
of stapes mobilization procedures, the 
geriatric patient who is otherwise in 
good general health can be expected to 
respond to these surgical procedures in 
a manner no different from that seen in 
younger patients. His reactions to sur- 
gery and his convalescence both have 
been shown to be uneventful and un- 
complicated by the need for extensive 
postoperative care. 

Therefore, the possibility of apply- 
ing stapes mobilization, in addition to 
other rehabilitative measures, should be 
considered whenever it is determined 
that the older patient seeking assistance 
for his hearing problems presents a diag- 
nostic pattern consistent with otosclero- 
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Mi Until the recent past, public health 





workers have been preoccupied with 
such traditional activities as communica- 
ble disease control, environmental sani- 
tation, and maternal and child health. 
Within the decade since 1950, however, 
the health problems of older adults have 
begun to receive some of the attention 
they so urgently need and so richly de- 
serve. 

Geriatric public health practice now 
has begun to take form and have sub- 
stance. In this paper, some of the com- 
ponents of a geriatric program are out- 
lined and some of the activities appro- 
priate for health agency action are dis- 
cussed. 


Prevention of Disease and Disability 


To attain the best possible health in later 
maturity, it is necessary to develop 
sound health habits earlier in life and 
to practice them conscientiously through- 
out the life span. These health habits 
include: regular periodic health main- 
tenance examinations; a_ well-rounded 
diet; weight control; a proper balance 
between rest and exercise; attention to 
any defects in vision or hearing, dental 
hygiene, foot care, and bowel function; 
moderation in the use of tobacco and 
alcohol; and the development of mature 
attitudes and interpersonal relationships. 

Agencies can promote: the develop- 
ment of such sound health practices 
through programs of. preretirement 
health counseling,! which may or may 
not be combined with counseling  ses- 
sions on other aspects of preparing for 
retirement. 


A number of specific diseases common 
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among older people lend themselves to 
preventive activities. Among these might 
be mentioned osteoporosis and senility. 
In each case, the most effective preven- 
tive measure is for older persons to re- 
main active physically and to continue 
their interests in home and community 
life. 

One of the most common causes of 
death and disability among older adults 
is accidents that occur in the home. To 
a very great extent, these are preventa- 
ble, and programs of home accident pre- 
vention? are essential to a well-rounded 
geriatrics program. 


Early Detection of Incipient Disease 


Older adults do not react as vigorously 
to stressful stimuli such as chronic dis- 
eases as do younger persons. Disease is 
more likely to be insidious and asymp- 
tomatic over prolonged periods of time. 
Such diseases as diabetes mellitus, glau- 
coma, certain forms of heart disease, 
and pulmonary tuberculosis all occur 
with increasing frequency in the later 
decades, and each can be detected 
through the use of simple screening pro- 
cedures. 

Health agencies can stimulate and en- 
courage more adults to have periodic 
health maintenance examinations’ and 
assist practicing physicians in carrying 
out these examinations by providing 
some of the laboratory services. 

A somewhat similar approach is 
through programs of multiple chronic 
disease screening? in which technicians 
carry out a battery of screening tests. 
The finding of any suspicious abnormal- 
ity requires that the person tested be re- 


ferred to a physician who either estab- 
lishes a definitive diagnosis or rules out 
the condition in question. This is a lim- 
ited substitute for complete medical ex- 
amination but one that can readily be 
applied to large numbers of people. 
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Improved Care of Older Patients 


Older adults are sick more often than 
are younger persons and for longer pe- 
riods. Their diseases are often character- 
ized by chronicity and multiplicity, as 
well as by insidiousness and duplicity. 

Wherever comprehensive home care 
programs’ have been organized, it has 
been found that elderly adults constitute 
by far the greatest number of the pa- 
tients. Comprehensive home care re- 
quires a spectrum of services, including 
medical, nursing, physical therapy, oc- 
cupational therapy, and social services; 
sick room equipment for loan; and an 
administrative and coordinating mecha- 
nism. Such programs are most effective 
when hospital-based, but health agencies 
frequently provide financial support 
and often the home nursing services. 

Other elements of home care include 
programs such as homemaker service,® 
meals-on-wheels_ service,* and _ friendly 
visitors services.8 Each of these im- 
proves the care older patients receive in 
their own homes. 

Health agencies also can develop pro- 
grams to improve the quality of care 
patients receive in institutions such as 
nursing homes and county infirmaries. 
Many health departments are charged 
with the responsibility for nursing home 
licensing and supervision.® Standards 
must be established and maintained. 
The agency can also provide direct serv- 
ices to the nursing homes. They can, for 
example, provide consultation in dietet- 
ics, physical therapy, and nursing pro- 
cedures. They also can organize in-serv- 
ice training programs for nursing home 
personnel and activities therapy pro- 
grams for nursing home patients. 


Geriatric Rehabilitation 


Rehabilitation of disabled elderly pa- 
tients is appreciably more difficult than 
is the rehabilitation of younger persons. 


GERIATRICS, OCTOBER 1960 














pa- 
han 
ons. 


1960 








This is because of physiologic changes 
that are inherent in the aging process, 
such as loss of dexterity, decreased mus- 
cle power, and weakened eyesight. Geri- 
atric rehabilitation is frequently made 
more difficult by the presence of other 
chronic diseases in addition to the pri- 
mary disability. Nevertheless, if realis- 
tic goals are set and if treatment is pa- 
tiently and sympathetically adminis- 
tered, rehabilitation of older patients 
frequently pays dividends that are well 
worthwhile. 

Rehabilitation of older ‘adults fre- 
quently requires both medical and adap- 
tive management, the former to mini- 
mize the disability, the latter to help the 
patient live within his residual limita- 
tions. 

The decision as to who should receive 
rehabilitation services should not be 
based on chronologic age alone but 
more on physiologic and pathologic con- 
siderations. Many handicapped old _ per- 
sons can be helped, if only in the per- 
formance of their activities of daily liv- 
ing. 

One aspect of geriatric rehabilitation 
of interest to health agencies is the es- 
tablishment and operation of sheltered 
workshops!® which help older workers 
remain active, provide them with a 
source of income, and help maintain 
their dignity and status. 


Education on Aging 


There is a need for education of the 
public on problems of the aging and the 
aged. Attitudes toward old people fre- 
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quently involve resentment and neglect, 
whereas “senior citizens” deserve re- 
spect and thoughtfulness. 

There also is a need for professional 
education of physicians, nurses, and 
other health personnel on various as- 
pects of geriatrics and social gerontol- 
ogy. 


Research 


Far too little is presently known about 
the aging process, nor is the pathogenesis 
of such conditions as atherosclerosis at 
all well understood. Equally needed are 
studies of social and economic aspects 
of aging and: studies on the methodol- 
ogy of applying known facts to pro- 
grams designed to improve the health of 
older adults. Clearly, research should be 
a part of any well-rounded and compre- 
hensive geriatrics program. 
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Intra-articular administration of 
triamcinolone acetonide 


MH An exudative reaction is characteris- 
tic of the joint pathology associated with 
rheumatoid arthritis and related arthritic 
disorders. Joint fluid in these conditions 
reveals greatly increased numbers of 
nucleated cells—often from 4,800 to 
6,400 per cubic centimeter—in contrast 
to normal joint fluid which contains only 
about 65 nucleated cells per cubic cen- 
timeter.! 

A consistent observation is a slowing 
of the rate at which synovial effusion re- 
curs following intraarticular therapy, the 
fluid reforming in large volume only 
after several days or weeks. There is a 
definite decrease in the total number of 
nucleated cells, manifested primarily as 
a reduction in number of polymorpho- 
nuclear cells, with repeated injections of 
steroids. 

The effects of the intraarticular ad- 
ministration of different corticosteroids 
on the volume and cellular content of 
joint fluid in arthritic disorders vary 
considerably. Cortisone, for example, 
has a negligible effect, whereas hydro- 
cortisone acetate? prednisolone ace- 
tate, and, most recently, triamcino- 
lone acetonide (Kenalog) ,* have been 
shown to produce very definite antiin- 
flammatory and antiexudative effects. 
The antiexudative and antiinflammatory 
action of the corticosteroids is not per- 
sistent in most patients with rheumatoid 
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arthritis but is surprisingly sustained in 
patients with osteoarthritis, often for 
weeks or even months.! 

Of the several new, more potent com- 
pounds which have been prepared for 
intraarticular use and tested clinically, 
triamcinolone acetonide is among the 
most promising. The present study pro- 
vides a preliminary evaluation of this 
compound in a series of private patients 
this 
drug was administered intraarticularly. 


Method 


with rheumatic diseases to whom 


Patients. Ninety patients selected from 
the author’s private practice were given 
intraarticular therapy with triamcino- 
lone acetonide. Those who were chosen 
had not improved on simpler measures, 
such as heat, rest, or mild analgesics. A 
total of 173 joints were injected, 82 with 
rheumatoid arthritis, 66 
thritis, and 25 with miscellaneous condi- 


with osteoar- 
tions, including tenosynovitis, epicondy- 
litis, bursitis, tendonitis, and spondylitis. 
In 11 instances, the patients had been 
previously injected with other steroids, 
permitting direct comparison with tri- 
amcinolone acetonide. 

Procedure. A sterile aqueous suspen- 
sion containing 10 mg. of triamcinolone 
acetonide per cubic centimeter was em- 
ployed. Dosage varied with the size of 
the joint. 





A large joint, such as the knee, was in- 
jected with 20 mg. (2 cc.) , while smaller 
joints, such as the carpometacarpal arti- 
culation of the thumb, received 5 mg. 
(0.5 cc.). Injections were repeated at 
varying intervals, the majority of pa- 
tients receiving a total of 2 or 3 injec- 
tions. 

The response to medication was eval- 
uated as follows: grade I—complete re- 
lief of pain and swelling, grade II— 
marked relief, grade III—slight relief, 
and grade [V—no relief. 


Results 


Of the 82 joints injected in the treatment 
of rheumatoid arthritis, a grade I re- 
sponse was obtained in 12, grade II in 
51, grade III in 15, and grade IV in 4. 
Of 66 joints treated for osteoarthritic 
lesions, 12 obtained a grade I response, 
37 exhibited a grade II response, 7 
showed a grade III response, and 10 
failed to improve. In the 25 joints with 
miscellaneous conditions, 11 were com- 
pletely cleared of pain or swelling, 12 
showed a grade II response, 1 had a 
grade III and 1] 
respond. 


response, failed to 

No instances of edema, infection, or 
other local or systemic reactions devel- 
oped after administration of triamcino- 
lone acetonide. The response to therapy 
is summarized in table 1. 








grade |I!—slight relief; and grade |!V—no relief. 
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TABLE | : 
.. | Rheumatofd | is : 
Response* orthritis Osteoarthritis | Miscellaneous | Total 
Response to | Grade | 12 12 1 35 
Intra-articular Injections | Grade II 51 37 12 100 
of Triamcinolone Acetonide | 
in 173 Joints | Grade III | 15 | 7 1 23 
Grade IV | 4 | 10 | | | 15 
| | 
| Ee ee | 173 
*Grade |—complete relief of pain and swelling, grade ||—marked relief; 














TABLE 2 








Duration of Effect of Each of 
96 Single Injections Providing 
Grade | or Grade II Response 


Duration mes 
Approximately 2 months or more i5 
Approximately 1 month 49 
Approximately 2 weeks 29 
Approximately 1 week 3 

96 








Discussion 


If the grade I and grade II responses 


are considered major improvements, 
then 78 per cent of all joints injected 
with triamcinolone acetonide showed 


major improvement, as did 77 per cent 
of joints with rheumatoid arthritis, 74 
per cent of joints with osteoarthritis, and 
92 per cent of joints with miscellaneous 
disorders. 

An attempt was made to ascertain the 
period of symptomatic relief afforded by 
a single injection of triamcinolone acet- 
onide. Of 96 single injections, each pro- 
viding major improvement, beneficial 
effects persisted for two months or long- 
er in 15 of the 96 injections, for one 
month in 49, for approximately two 
weeks in 29, and for approximately one 
week in 3. 

Thus, major improvement persisted 
for one month or longer in 64 of the 96 
single injections, or 67 per cent of cases, 
and for two weeks or more in 93 of the 
96 injections, or 97 per cent of cases. 
These data are summarized in table 2. 

The response to intraarticular therapy 
with triamcinolone acetonide in this se- 
ries of patients was most satisfactory. 
However, it is important to remember 
that certain limitations exist with this 
type of treatment. While duration of ef- 
fect was strikingly prolonged with tri- 
amcinolone acetonide in a considerable 
number of the patients studied, the ef- 
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fect was, nonetheless, suppressive rather 
than curative, as is true of all cortico- 
steroid therapy. Triamcinolone aceto- 
nide was not appreciably superior to 
6-methyl-delta-l-hydrocortisone or to 
prednisolone tertiary-butylacetate in 11 
patients in whom direct comparison of 
the several compounds was made. In 
general, it must be kept in mind that 
intraarticular therapy with corticoster- 
oids remains an effective adjunct to the 
management of rheumatoid diseases. 
Adequate rest, maintenance of joint 
function, analgesics, and attention to the 
patient’s general health are essential to 
the proper management of these dis- 
orders. 


Summary 


1. A total of 173 joints in 90 patients, 
the majority of whom had rheumatoid 
arthritis or osteoarthritis, were injected 
with triamcinolone acetonide (Kenalog). 

2. Of all joints injected, 78 per cent 
showed major improvement. 

‘3. The effects of a single injection 
providing major improvement persisted 
for more than two weeks in 97 per cent 
of cases. 

4. No instances of local or systemic 
toxicity occurred. 


5. Intraarticular administration of tri- 
amcinolone acetonide is an effective ad- 
junct in the management of rheumatic 
diseases. 
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CASES OF HYPERTENSION that have been refractory to reserpine and hy- 
dralazine can often be controlled by the addition of hydrochlorothi- 
azide. In doses of 50 or 100 mg., it is at least as effective as chlorothi- 
azide administered in similar circumstances. A comparison of the na- 
ture, severity, and frequency of side effects of the two agents revealed 
that hydrochlorothiazide is far better tolerated in most cases. The 
incidence of cardiac arrythmias, gastrointestinal symptoms, and pur- 
pura is much less with hydrochlorothiazide. Electrolyte disturbance is 
a potential problem with either drug but is avoided by the adminis- 
tration of supplemental potassium chloride. Patients who are forced 
to discontinue chlorothiazide because of severe gastrointestinal distress 
can usually tolerate the other agent. Hydrochlorothiazide can replace 
chlorothiazide without interrupting treatment. 


R. E. LEE, A. W. SELIGMAN, M. A. CLARK, and P. A. ROUSSEAU: A comparison of the 
side effects and antihypertensive potency of chlorothiazide and hydrochlorothiazide. 
New England J. Med. 262: 1066-1068, 1960. 


GANGLIONIC BLOCKADE induced by hexamethonium administration 
lowers venous pressure of patients with congestive heart failure but 
does not significantly alter circulating blood volume. Thus, the level 
of venous pressure does not appear to depend only on the amount of 
circulating blood. Instead, the level of venomotor tone—the outpour- 
ing of impulses from the central nervous system—may be the most 
important determinant of the level of venous pressure. 

Possibly, decrease in myocardial contractility produces a relative de- 
ficiency in the blood supply to the tissues, which in turn initiates a 
reflex that causes increases in arterio- and venomotor tones. This 
central nervous system reflex, which is similar to that seen in hemor- 
rhage and shock, presumably acts in a compensatory manner up to a 
point, beyond which it adds to the burden on the heart. 


D. H. LEWIS, M. CARDENAS, and H. SANDBERG: The effect of ganglionic blockade on 
venous pressure and blood volume: further evidence in favor of increased venomotor 
tone in congestive heart failure. Am. Heart J. 57: 897-903, 1959. 
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Vitamin K and 


hypoprothrombinemia 


of liver disease 


FREDERICK STEIGMANN, M.D., 
and KENNETH COHEN, M.D. 
CHICAGO 


Patients with severe liver disease 
do not respond to administration 
of large doses of vitamin K with a 
decrease in prothrombin time. In- 
deed, in some instances, prothrom- 
bin time actually may be pro- 
longed. After giving vitamin K to 
patients with liver disease, careful 
prothrombin determinations 
should be made at twenty-four-, 
forty-eight-, and ninety-six-hour in- 
tervals. If no response in prothrom- 
bin time is noted in those periods, 
administration of vitamin K may 
be detrimental to the patient. 


FREDERICK STEIGMANN is atlending phy- 
sician and director of the Gastroenter- 
ology Department and KENNETH COHEN 
is a resident in medicine, Cook County 
Hospital, Chicago. 
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HB Lhe specter of bleeding in jaundiced 
patients was thought to have been con- 
quered when Dam announced his 


epochal discovery of a substance, vitamin 
K, which controlled the bleeding com- 
monly noted in such patients. In the 
succeeding years, the initially reported 
beneficial effects from the administra- 
tion of vitamin K were corroborated and 
confirmed by many observers from vari- 
ous areas, and it appeared that the dan- 
ger of bleeding in jaundiced patients had 
been definitely eliminated. 

As more publications of medical and 
surgical jaundice cases appeared, it be- 
came evident that the administration of 
vitamin K was not uniformly followed 
by improvement of the bleeding ten- 
dency but that, in some instances, the 
prothrombin time became prolonged 
despite the constant administration of 
vitamin K. Investigation of the cases 
that were not responsive to the admin- 
istration of vitamin K confirmed the 
initial observation that it was, and is, 
a very useful agent to decrease the 
prothrombin time in patients with ob- 
structive jaundice who had a nondam- 
aged parenchyma, but that the effects of 
vitamin K administration were uncertain 
in patients whose jaundice was due to 
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severe liver damage. ‘There were no effects 
in some patients, few effects and for a 
short time in others, and a possible pro- 
longation of prothrombin time in still 
others. The latter observation seemed to 
support some previous experimental 
studies of vitamin K which had revealed 
various toxic effects of this substance. 

There are reports that massive doses 
of vitamin K produce injury to circu- 
lating blood cells? and may lead to 
aplastic anemia,® albuminuria and_por- 
phyrinuria,t and hemoglobinemia and a 
hemolytic tendency, especially in rats 
deficient in vitamin E.5.6 Increased he- 
molysis was also noted in newborn pre- 
mature infants given large doses of 
vitamin K.* An increased incidence of 
kernicterus was observed in premature 
babies after the routine dosage of vita- 
min K was increased® and increased bil- 
irubin levels in similar instances were 
also reported.8 Kernicterus of prematur- 
ity in the absence of isoimmunization 
was considered to be related to the level 
of bilirubin in the infants’ serum.2:*-9 
Fatal hemolytic anemia in premature in- 
fants given 10 mg. of vitamin K_ has 
been reported in British literature,1%"! 
although some authors associate these 
results with the small amounts of vita- 
min E in the tissues of these infants.12:18 

The foregoing reports of vitamin K 
toxicity demonstrate the need for careful 
evaluation of any drug that is used ther- 
apeutically. While many substances are 
being used clinically which are possibly 
dangerous, they must be controlled care- 
fully in order to prevent the patient's 
condition from becoming worse. The 
dictum ‘‘nihil nisi bene’ or “no nocere’’ 
should be adhered to in all therapeutic 
instances. Hence the indications, dosage, 
and contraindications of every substance 
should be well known and applied ac- 
cordingly. 

In general, it must be stated that the 
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status of vitamin K in patients with 
liver disease has not been clearly estab- 
lished. Some observers!* have attributed 
to it a protective mechanism in animals 
exposed to chloroform. Others,®:16 how- 
ever, failed to confirm this observation 
and ascribe to vitamin K only a correc- 
tion of hypoprothrombinemia. Never- 
theless, it appears that vitamin K is of 
some value in early, mild cases of hepa- 
titis but is of questionable value in cases 
of chronic hepatitis or cirrhosis. 

Besides the factor of chronicity, the 
effect of vitamin K seems to depend on 
the dosage factor. Thus, at times, larger 
doses of vitamin K will lead to decrease 
of prothrombin time when smaller doses 
have been ineffectual. Moreover, the 
type of vitamin K—whether water-solu- 
ble or oil emulsion—and the chemical 
composition may be important, both 
therapeutically and toxicologically. 

The original hypothesis that the hem- 
orrhagic tendency in liver disease was due 
to fibrinogenopenia was soon discarded 
when it was determined that prothrom- 
bin was the more important factor. Re- 
cently, it was found that hypoprothrom- 
binemia, as determined by the Quick 
test, may not be solely due to a defi- 
ciency of prothrombin but may also in- 
dicate a lack or deficiency of factor V 
(labile factor), factor VII (stable fac- 
tor), or both. In cases of severe liver 
damage, hypoprothrombinemia usually 
indicates deficiency in all 3 factors, but, 
in milder cases of hepatitis or in obstruc- 
tivé jaundice, the deficiency may _ in- 
volve predominantly only 1 factor, so 
that a differential determination may be 
of both prognostic and diagnostic value. 

The foregoing discussion clearly sug- 
gests that a prolonged prothrombin 
time is an indication for vitamin K ther- 
apy. In cases of extrahepatic obstructive 
jaundice without associated liver damage, 
this therapy will result in a return of the 
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prothrombin time to normal. In cases of 
liver disease, however, administration 
of vitamin K will lead to variable re- 
sults. In milder cases, slight or moderate 
hypoprothrombinemia may be improved 
by parenteral doses of 10 to 20 mg. of 
K per day. In more severe 
cases, doses as high as 70 mg. per day 
might be of little help. It must be re- 
membered that the effect of vitamin K 
is measurable within four to eight hours 
and that it should, therefore, be deter- 
mined within twenty-four to forty-eight 
hours. If no effect is noted at this time, the 
possibility of a deficiency of factor V, fac- 
tor VII, or both should be considered 
and an attempt made to prove or dis- 
prove this assumption. If no facilities 
for determinations of these factors are 
available, patients should be given, em- 
pirically, fresh blood for the treatment 
of hypoprothrombinemia and _ hemor- 
rhagic tendency, since fresh blood im- 
proves the bleeding tendency due to lack 
of any of the 3 factors—prothrombin, 
factor V, and factor VII. 

A consideration of what 
indications for vitamin K therapy, its 
use, and control of its effect is the thesis 


vitamin 


constitutes 


of the present paper. 

Eighty-four patients who were ad- 
mitted to Cook County Hospital with 
liver disease were studied. The diagnosis 
made clinically, by 


of cirrhosis was 





laboratory findings, and, in some cases, 
by needle biopsy of the liver or by nec- 
ropsy. Of the 25 cases diagnosed as 
severe liver disease, the majority were 
cases of cirrhosis in hepatic failure. In 
none of these patients was associated 
thrombocytopenia present. The patients 
were tested for their prothrombin time 
and for factors V and VII. The pro- 
thrombin time and factor VII were de- 
termined by modifications of the Owren 
method,!7:18 and factor V was deter- 
mined by a modification of the Stefanini 
method.!9 If these values were below 50 
per cent, the patients were given 72 mg. 
of water-soluble vitamin K and _pro- 
thrombin time was determined again in 
twenty-four and forty-eight hours. If no 
response, or only little response, was 
noted, 50 mg. of vitamin K,, (Mephyton) 
was given and the prothrombin time 
determination repeated. In some _ in- 
stances, 25 mg. of Premarin was given 
intravenously to patients who did not 
show any therapeutic effect from water- 
soluble vitamin K or vitamin K, in oil 
emulsion. 

The results obtained to date indicate 
further that vitamin K in the foregoing 
doses does not affect prothrombin time 
to any degree, nor does it affect factors 
V or VII (tables 1 and 2). Lack of 
response to the 3 therapeutic substances 
used seems to be equal. 














TABLE | Per Cent Prothrombin Time After Hykinone and Mephyton 
| 
Average prothrombin time percentage 
Diagnosis boon aE ] | tal 
cases | Initially After hykinone | Initially After mephyton 
| | 24 hours 48 hours | | 24hours 48 hours 
ae ee -|———_ a cee Ee aie rie 
Alcoholic | 
cirrhosis 50" 31 26 29 29 | 36 31 
Severe liver | 
disease 25 26 32 28 28 | 30 31 
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TABLE 2 





Per Cent Prothrombin Time After |.V. Premarin Administration 











Average prothrombin time percentage 
Diagnosis Totel 
cases = After premarin I. V. 
Initially 
| 24 hours | 48 hours 
Cirrhosis | 12 34 28 | 30 

















Thus, in 59 patients with decompen- 
sated cirrhosis, a slight decrease in the 
average percentage of prothrombin time 
was noted twenty-four and forty-eight 
hours after administration of 72 mg. of 
synthetic vitamin K. In these patients, 
the icterus index was, on the average, 55 
units; cephalin flocculation, 3+-; thymol 
turbidity, 4.7; albumin, 3.1; and _ glo- 
bulin, 4.5 gm. per cent. After 50 mg. of 
Mephyton, there was a slight rise after 
twenty-four hours but a return to the 
pretest level after forty-eight hours, as 
shown in table 1. 

Somewhat similar findings were ob- 
served in 25 patients with various forms 
of severe liver disease, some of them in 
precomatose states (table 1). In these pa- 
tients, the laboratory results were es- 
sentially the same as in the other group, 
but the clinical findings were aggravated. 
In 12 patients of the latter group, 25 mg. 
of Premarin administered intravenously 
also failed to change notably the average 
prothrombin time level (table 2) . 

More specifically, it can be stated that, 
in the first group of 59 cases, 11 had a 
lower prothrombin time twenty-four 
hours after the administration of 72 mg. 
of water-soluble vitamin K and 13 after 
administration of Mephyton. In 18, hypo- 
prothrombinemia was more marked for- 
ty-eight hours after 72 mg. of water-solu- 
ble vitamin K and after 50 mg. of Me- 
phyton. This indicates that, in some 
cases, the slight initial rise may be lost 
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forty-eight hours later, a finding which 
might support the exhaustion theory of 
Unger and Shapiro.1* The lack of re- 
sponse to intravenous Premarin is, at 
present, only presented as an observa- 
tion, without being correlated to other 
facts. 


Discussion 


The preceding data would indicate that, 
in cases of severe liver damage, more than 
vitamin K is needed to improve pro- 
thrombin time. As noted in those pa- 
tients who received whole blood trans- 
fusions with a response in prothrombin 
time, some other factor or factors found 
in whole blood or plasma seem to be 
necessary for lowering prothrombin time 
in patients with severe liver disease. The 
fact that, in some instances, there was 
even an increase in prothrombin time 
following administration of these sub- 
stances, as also noted by others,?° would 
mean that actual damage to a diseased 
liver may be caused by these substances 
or that there was continuous degener- 
ation of the liver function. It may also 
suggest that, in such cases, the liver func- 
tion is at its maximum capacity and can- 
not respond to any vitamin K therapy 
because of inadequate production of the 
substrate for prothrombin, with which 
vitamin K combines, or because of ab- 
normal utilization of the substrate. What- 
ever the cause of the increased prothrom- 
bin time in those patients, additional 
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vitamin K should not be given to them 
if no response has been noted after sev- 
eral days of vitamin K administration. 

It must be stressed that no vitamin K 
should be given without checking the 
results at least at forty-eight hour in- 
tervals. Failure to respond to therapy 
after forty-eight to ninety-six, hours 
should definitely be cause to discontinue 
the therapy, inasmuch as no gain is had 
from the administration of these costly 
substances and the possibility exists that 
it may be harmful. Correlation of the 
lack of response to vitamin K with other 
liver function tests is not as yet sufficiently 
clear to indicate which one of the par- 
ticular liver function tests might be cor- 
related with this phenomenon. 

Some recent observations in experi- 
mental animals seem to support the 
opinion that vitamin K may be harmful 
to patients receiving it, inasmuch as in- 
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jections of large doses of vitamin K in 
some animals lead to death.2! Moreover, 
not only the large doses but also the 
type of vitamin K—whether diphosphoric 
ester or a bisulfite—may play a role in 
the toxicity of vitamin K. 


Conclusions 


The present studies confirmed earlier 
observations that patients with severe 
liver disease do not respond to the ad- 
ministration of large doses of vitamin K 
with a decrease in prolonged prothrom- 
bin time but that, in some instances, 
there may be an actual increase in pro- 
thrombin time. The cause of lack of re- 
sponse or of an increase in prothrombin 
time is unknown at present. Studies are 
presently under way to determine 
whether or not certain types of vitamin 
K are preferable to other types in the 
treatment of patients with liver disease. 
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Social 
gerontology 


A new approach to 
understanding aging 


CLARK TIBBITTS, Sc.D. 
WASHINGTON, D. C. 


Social gerontology focuses atten- 
tion on the behavioral and societal 
aspects of aging. The former in- 
volves biologic, psychologic, and 
sociocultural factors. The latter is 
concerned with the manner in 
which environment, society, and 
culture act upon elderly people. 
Problems arising within these vari- 
ous fields are discussed, and areas 
in which further research is needed 
are pointed out. 


CLARK TIBBITTS is chief, program plan- 
ning, Special Staff on Aging, U.S. De- 
partment of Health, Education and 
Welfare. 
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Hi The field of social gerontology is 
finally emerging from more than three 
thousand years of recorded effort to ex- 
tend the length of life and to enhance 
the circumstances of living in the later 
years. I'wo interests are said to have 
long dominated a good deal of human 
thought and striving: (1) the desire to 
change lead into gold and (2) to dis- 
cover an elixir of youth. Many today in- 
sist that if we could achieve these two 
results we should rather promptly re- 
solve all of the serious problems of 


aging. 


Forerunners of Interest 


Evidence of efforts among primitive peo- 
ples to prolong life and preserve vigor 
in old age is found in magic and rituals, 
in reserving special foods for the old, 
in feeding breast milk and the blood of 
slain gladiators to the elderly, in various 
devices for warming old bodies, and in 
lightening the tasks assigned to the older 
members of the group. Later on, as em- 
pirical medicine developed, the range of 
medical and surgical treatments was ex- 
tended, and scientific speculation began 
as to the nature and causes of aging and 
natural death. 

In the psychologic area, some of the 
ancients made reasonably astute obser- 
vations regarding the characteristics, po- 
tentialities, and limitations of older per- 
sons and undertook to describe the good 
life in retirement. Simmons! has brought 
together observations made by anthro- 
pologists, travelers, and missionaries on 
71 preliterate peoples and has shown 
that they were well aware of the pres- 
ence and special needs of older persons. 
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He has identified 5 universal desires: 
(1) to prolong life, (2) to conserve en- 
ergy through rest and release from 
work, (3) to remain active participants 
in social life, (4) to safeguard such pre- 
rogatives as property, authority, and 
prestige, and (5) eventually, to depart 
life honorably and with a good prospect 
for a new existence in the hereafter. 
Stable, agrarian economies seem to have 
been well adapted to making use of the 
assets and residual capacities of the 
middle-aged and the aged with the result 
that the relatively few who survived into 
these years were accommodated without 
much difficulty, and, often, with real ad- 
vantage to the community, at least as 
long as they could be functional. 

Interest in aging has come rapidly to 
the fore within the present generation 
and has provided an increasingly favor- 
able climate for research, if not, indeed, 
an insistence upon it. Pollak? has sug- 
gested that the principal underlying fac- 
tors have been the greater visibility of 
the aged due to their increasing num- 
bers and to their growing detachment 
from the household and the work force, 
our value system with its stress on indi- 
vidual well-being, and the progress of 
research itself. Certainly, the advances 
of science and technology leading to a 
rapid increase in the numbers of older 
persons and their accumulation in urban 
industrial areas; the accelerated growth 
in average life expectancy; and, at least 
relatively, earlier completion of tradi- 
tional adult roles without provision of 
adequate substitutes have greatly al- 
tered the proportion of older people and 
their position in society and served to 
focus attention upon them. A good many 
studies of social and economic aspects of 
aging were made during the ’20s, ’30s, 
and early *40s, but these were almost 
entirely in the nature of inventories, sur- 
veys, and strictly empirical researches 
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designed to aid in the immediate solu- 
tion of practical problems. No doubt 
they did serve, however, to call attention 
to the need for more basic, systematic, 
verifiable knowledge. 


The Rise of Gerontology 
Biologic Research 


Beyond the largely speculative, theoretic 
formulations regarding the causes of bi- 
ologic aging, MacNider® has pointed out 
that the first real “contributions (to sci- 
entific knowledge) came about not pri- 
marily as previously planned studies on 
aging, but as the life of plants and ani- 
mals was in the process of investiga- 
tion, .. . factors of change with age in- 
sinuated themselves for detailed consid- 
eration. They forced the investigator to 
take an excursion into one of the many 
bypaths which develop during research 
and which if their significance is realized 
may lead to plateaus affording broad 
vision of problems that await solution 
of greater worthwhileness than the me- 
ticulous problem which prompted the 
original investigation.” At any rate, 
aging, as a generalized phenomenon or 
as a frame of reference for biologic re- 
search, is of recent origin. Thus, Lan- 
sing states that “Disciplined analysis 

. of the phenomena involved in the 
process of growing old, of the differ- 
ences that exist between the young and 
the.old, and of the mechanisms associ- 
ated with natural death, began with the 
opening of the twentieth century.” 

The advance has been most rapid 
since the late ’30s when those biologic 
scientists who were interested in time- 
related changes in living cells, tissues, 
and physiologic mechanisms gave impe- 
tus to the development of a geronto- 
logic science through the formation of 
mutual interest groups. In 1939, “a 
group of British scientists and _profes- 
sors of various branches of medicine de- 
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cided to form an international Club for 
Research on Aging and, as a start, to es- 
tablish the British Branch.’’> Korenchev- 
sky was dispatched to the United States 
later that year to inspire the formation 
of a similar club in the colonies. The 
publication of Cowdry’s Problems of 
Ageing® in 1939 foretold that Koren- 
chevsky was destined to find fertile 
ground among the biologists in the 
United States, and, indeed, later that 
vear, the American Research Club on 
Aging was organized under the aegis of 
the lestah Macy, Jr., Foundation.? The 
lores .ng of the Gerontological Society, 
Incorporated, in 1945 and the increasing 
availability of funds have further stimu- 
lated research among those interested in 
the biologics of aging. It should be 
pointed out, however, that the biologists 
consiler their progress to date as mini- 
mal and that they see much to be done 
before a firm: body of  systematized 
knowledge is established. Notwithstand- 
ing the gaps and limitations of current 
knowledge, a growing body of verified 
facts is emerging from which sooner or 
later an integrated system of biologic 
gerontology will be forged. 


Psychologic Aspects 


The evolution in the area of psychologic 
research appears to have been much the 
same. Thus, Oscar Kaplan® states that 
although “Interest in the psychological 
aspects of aging goes back at least sev- 
eral thousand years; .. . it is only with 
the last decades that comparative studies 
of adult age groups have put such in- 
terest on a scientific basis. Young human 
adults have been exhaustively  scruti- 
nized since the very inception of psycho- 
logical science, but older individuals 
have failed to arouse curiosity on an 
equal scale.” Older adults even now are 
much less readily available as subjects to 
the psychologist. 
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“A few scattered papers on later ma- 
turity appeared during the first thirty 
years of the present century, and in 
1923 G. Stanley Hall published a book 
on senescence which was intended as a 
companion volume to an earlier work on 
adolescence. 

The Stanford Later Maturity Research 
Project, a study which was conducted by 
Miles and his associates in the early 
thirties, was the first systematic attempt 
to investigate the subject.” Miles® sum- 
marized the results of his research and of 
other psychologic studies in Cowdry’s® 
first edition, but it was not until 1946 
that the American Psychological Associa- 
tion set up a Division of Later Maturity 
and Old Age. 

Like the biologic approach to geronto- 
logic phenomena, the psychologic stud- 
ies have been sporadic and have largely 
lacked a theoretic frame of reference. 
Most of the data, until very recently, 
were developed incidentally to investi- 
gations of other than age-related aspects 
of behavior. The only theoretic concep- 
tualization has been found in the field 
of developmental psychology. 

The application of this frame of refer- 
ence to aging is, in part, a natural con- 
sequence of the fact that early popula- 
tions studied in institutes of child wel- 
fare, for example, have matured, thus 
leading to an extension of these studies 
into the area of adult life. There are 
enough studies available now, however, 
to begin to formulate a behavioral science 
of aging. 


The Social Sciences 


The social science pattern is similar to 
the others but has come even later. In 
the lead article in the first issue of the 
Journal of Gerontology in 1946, Frank! 
enumerated a large number of prob- 
lems for social science and social action. 
Yet he was unable to report the exist- 
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ence of any significant amount of social 
science research or of any attempt to 
outline or organize the field, as he in- 
dicated the biologists had done. A year 
before Frank’s article appeared, Sim- 
mons! published his monumental work 
on The Role of the Aged in Primitive 
Society and thus provided: a basis for 
evaluating the effects on the aged of the 
transition from an agricultural to an in- 
dustrial culture. At about the same time, 
the Social Science Research Council had 
a committee drawing up a Research Plan- 
ning Report on Social Adjustment in Old 
Age. In the report, which appeared in 
1948, Pollak said that emerging sociologic 
interest in old age seemed to have had 
its origins in growing research interest 
in personality and interpersonal rela- 
tions and in the developmental or case 
study approach which was beginning to 
carry over into later maturity and old 
age as additional stages of life. A com- 
prehensive bibliography, prepared for 
the same report, listed a handful of re- 
search studies on the performance of 
older workers, on the age factor in men- 
tal illness, and on adjustment to aging, 
primarily among institutionalized popu- 
lations. 

From this time forward, however, so- 
cial science research has begun to catch 
up. The University of Chicago began to 
direct more of its students toward re- 
search on aging, and Cavan and asso- 
ciates!! were developing instruments for 
measuring personal adjustment in old 
age. In 1950, eight sections of the first 
National Conference on Aging were de- 
voted to social, economic, and related 
aspects of aging. In 1952, membership 
in the Gerontological Society was differ- 
entiated through the creation of a Divi- 
sion of Psychology and Social Science. 
And, in 1956, the Inter-University 
Training Institute in Social Gerontology 
was drawn up and given support. 
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The Nature of Aging 
Aging as a Process 


The term aging is frequently used to 
imply the end result of a series of 
changes and often to suggest that indi- 
viduals at particular ages or stages of 
life are homogeneous in their essential 
characteristics. While it is useful for 
some purposes to note the mean or 
modal characteristics and variations of 
those who have reached particular 
chronologic ages, gerontologic research 
is pointing increasingly to the conclu- 
sion that this approach is of limited val- 
ue in arriving at an understanding of the 
true nature of aging. 

Instead, it is becoming apparent that 
aging must be regarded as a process ex- 
tending over the entire period from 
young adulthood onward, differentially 
manifested according to individual and 
social characteristics and _ situations 
which are relatively independent of 
chronologic age except as a limiting fac- 
tor. Studies in all areas show that most 
aspects of aging may best be described 
in terms of a series of gradients, and 
this appears to be as true in the areas of 
role and personality changes as it is in 
biologic aging. Clearly, it is an error to 
regard the second half of life, or any 
part of it, as a unitary period and to fail 
to recognize the great variations among 
individuals. It should be noted, too, that 
studies of aging as a series of gradual 
alterations growing out of a complex of 
underlying processes and changing cir- 
cumstances would seem to open the door 
to discovery of the factors which influ- 
ence change and, hence, to the exercise 
of significant amounts of control. 


Aging as Development 


There is another consideration which 
seems to have cogency at this point— 
namely, whether aging should be re- 
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garded entirely in terms of senescence 
or whether, in certain respects at least, 
there are not also clear positive or 
growth phenomena associated with it. 
Biologic gerontology has almost univer- 
sally defined aging in the former terms. 
Lansing,!* for example, says aging is “‘a 
process of unfavorable, progressive 
change, usually correlated with the pas- 
sage of time, becoming apparent after 
maturity, and terminating invariably in 
death of the individual.” 

Psychosocial data suggest the presence 
of growth factors. Thus, Warthin! pos- 
tulated that cerebral functions have not 
completed their possibilities of develop- 
ment at the beginning of biologic senes- 
cence and that mental and spiritual evo- 
lution may continue in an ascending 
curve for twenty or more years while 
the biologic organism is weakening. 

Linden! has noted “. . . widespread 
tendency among people to regard prog- 
ress through life as an uphill develop- 
ment from infancy to some vague pla- 
teau or prime called middle life, fol- 
lowed by a general decline.” But he goes 
on to say that “This point of view fails 
to take account of the fact that different 
qualities and faculties of the human or- 
ganism have different rates of achieving 
prime, and that—throughout most of 
life’s course—for every faculty that has 
reached zenith of achievement there is 
another that has yet to reach its highest 
developmental goal. 

“A generalized, indiscriminate decline 
is not a tenable notion,” he continues, 
“for the reason, that an individual’s in- 
tellectual, emotional, and_ behavioral 
growth consists of countless separate 
trends, each having its own particular 
rate of development and its role in hu- 
man action.” 

Psychologic studies support this view, 
for it has been found that some capaci- 
ties maintain their efficiency or may 
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even improve parallel in time to decre- 
ment in the biologic organism. 
Subsequent controlled studies have 
shown that some aspects of intellectual 
functions may gradually increase until 
very old age. Thus, Miles® states that 
while psychophysiologic capacities may 
show decrements with age, such traits as 
interpretation and imagination unre- 
stricted by speed may decline very little 
over the life span. Wechsler! urges that 
attention be given to the concept of sa- 
gacity and to the study of performance 
in adult roles. More recently, Peck!® sug- 
gested that “The ability to interpret per- 
ceptions farsightedly, foresee complex 
consequences, and make wise decisions 
. May require more lived-through ex- 
perience than the years of youth per- 
mit.” And Dennis! has found very little 
decline in the productivity of creative 
workers between the ages of 30 and 70, 
a point confirmed but not emphasized 
by Lehman! in his classic studies. None 
of this is to say, of course, that decline 
does not come eventually, though cer- 
tainly there are individuals who contin- 
ue at high functional levels until death. 
In the area of personality role, the 
case for continuous development may be 
even more clear. Situational changes, 
such as increases in free time resulting 
from tapering off or completion of pa- 
rental and work roles, may lead to the 
establishment of new and more socially 
oriented goals!®1® and to expansion of 
interests. Interestingly, Valaoras®°  re- 
flects this point of view when he says 
that a population with “a sizable pro- 
portion of the persons surviving beyond 
their 65th birthday preserves mental 
and physical abilities which add im- 
measurably to the intellectual and mate- 
rial wealth of the community.” 
The social-psychologic person is a 
good deal more than a biologic and 
physiologic organism. Current research 
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is pointing toward an approach to the 
biologic and sociopsychologic aspects of 
aging as more or less separable and dis- 
tinguishable processes. Regardless of 
the nature of aging in the individual or- 
ganism, most of the psychologic and so- 
ciologic processes must be viewed as pos- 
sessing relatively independent character- 
istics within the limiting boundary of 
psychologic senility. Here it must be em- 
phasized that, just as functional senility 
can occur independently of biologic 
senility,2!_ so social and _ psychologic 
growth may occur concurrently with bi- 
ologic decline. 

At any rate, it is clear that there is 
room for a good deal of sociopsycho- 
logic research on the actual nature of 
change during the later stages of the life 
cycle, with particular attention being 
given to the interrelation of different 
aspects of the aging process as a whole. 


The Onset of Aging 


Aging is a part of the lifelong processes 
of development, change, and involution. 
All of these processes are known to 
occur simultaneously with respect to a 
single individual and at different rates 
within and among individuals. With re- 
spect to differing cultural definitions 
and societal interpretations, the relation- 
ship between the processes of the aging 
individual and. the social definition of 
the aging person may vary considerably. 
These two analytically distinct but em- 
pirically interdependent processes of 
aging are, thus, differentially interrelated 
within societies, cultures, and subcul- 
tures—and even among various socio- 
economic and occupational strata. The 
delineation of the onset of aging repre- 
sents an attempt to broadly characterize 
this range of individual and social gra- 
dients without in any way ignoring the 
problem of precise specification. Thus, 
identification of any particular point at 
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which both individual and social aging 
may be said to begin is somewhat of an 
arbitrary matter. There is, however, an 
increasing tendency to depart from the 
earlier custom of focusing on the period 
beyond age 65 and to recognize early 
middle age as the turning point of ma- 
turity. 

Considerable evidence apart from the 
obvious cosmetic changes supports this 
view. By the end of the fourth decade of 
life, there has been marked energy de- 
cline with increasing awareness of the 
need to depend upon mental activity as 
the source of ego rewards.!6 Curves of 
the prevalence of chronic disease and 
impairment show inflection points dur- 
ing the fifth decade.2* Awareness of 
time appears to develop and of the fact 
that life does have length after all. 
Many people seem to feel during the 
40s that they have reached a plateau in 
their careers. Parental roles are com- 
pleted between 45 and 55 years of age, 
when the majority of children have mar- 
ried and left home.’ Generally, at this 
time, there is a recognition that goals set 
in early adulthood are being completed 
and that it is time to find new ones.1® 

The effective onset of both individual 
and social aging may thus be said to 
occur generally in early middle life.*4 
The changes which occur may well be as 
definitive as those which have occurred 
in the earlier years and which will occur 
later. Moreover, understanding of old 
age is dependent upon knowledge of 
what has transpired during the preced- 
ing decades of life. Some are now iden- 
tifying three periods of later life: mid- 
dle age, later maturity, and old age. 

The Areas of Social Gerontology 
Social gerontology may be said at the 
outset to have two major constellations 


of phenomena or foci of interest. One 
revolves around the changes which take 
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place in the physiopsychologic capaci- 
ties and performance of the individual 
as an organism and in the changes in his 
personality, which occur as a_conse- 
quence not only of the changes in his 
basic capacities but also in response to 
the action of the culture and_ society 
upon him. This focus, then, represents 
the study of the individual in his be- 
havioral aspects from the point of view 
of the psychologic and related sciences 
in which the specific characteristics and 
adjustments of the organism and the 
person are of central concern. 

The other aspect of social gerontology 
is concerned with the manner in which 
the environment, including the society 
and the culture, acts upon older people 
and with how aging and aged people 
affect the system of group relationships 
within society, and, in turn, the organ- 
izational structure and the culture itself. 
The focus here is on the behavior of the 
individual as a social being, on the ac- 
tion of older people as aggregates, and 
on the action of the group both with 
reference to older people and in re- 
sponse to the needs which older people 
have and to their efforts to obtain these 
needs. This is the societal aspect and 
concerns all the social sciences, including 
anthropology, economics, political sci- 
ence, social psychology, and sociology. 

It is obvious that the division between 
the individual and the soceital aspects of 
the field is often essentially one of focus, 
for, as in any field of human behavior, 
the elements involved are mutually in- 
teracting and interdependent. To suggest 
one example, modern society’s proclivi- 
ty for chronologic age typing, responsi- 
bility for which is shared by older peo- 
ple, becomes part of the environment to 
which the older person is forced to ad- 
just. And, his efforts at adjustment may, 
in turn, result in changes in the system 
of social relationships in the society. 
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Thus, the individual is adjusting to an 
environment which he has helped to cre- 
ate and which he is also helping to mod- 
ify, and it is essential to consider both 
aspects if the process is to be under- 
stood. Nevertheless, the analytic categor- 
ization of phenomena which has been 
suggested appears to be necessary if we 
are to achieve a systematic organization 
of the field. 


Aging and the Individual 


In this area, social gerontology is accu- 
mulating knowledge concerning several 
broad types of phenomena.**:?5 One set 
of problems has been identified with 
reference to changes in activity and 
speed, in perceptive and intellective abil- 
ities, and in the structure and physiology 
of the organism upon which they are 
presumably based. Another set of re- 
search problems is concerned with 
changes in motivation and performance 
in relation to such matters as learning, 
memory, efficiency, ability to integrate 
and organize experience, work, and re- 
tention of skills. A third area is building 
up around such matters as the develop- 
ment of criteria of adjustment to aging, 
assessment of reactions to illness and 
stress and to changes in life situations, 
the development of abnormal behavior, 
and the discovery of procedures for off- 
setting unfavorable reactions. There is 


increasing recognition of the significance 





factors, of the socio- 


of environmental 


cultural background of the individual, 


and of previous modes of adjustment. 


There is interest not only in characteris- 
tics and performance at particular ages 
7 


es in the life cycle but 


and stag it also in 
I] 


the processes involved in reaching suc- 
cessive levels. 

A major research problem arises, of 
course, out of the interplay of the sev- 
eral factors in aging and out of multiple 


causes. For example, age changes in 
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learning appear to be functions, in part, 
of organization of incoming material 
and of the strength of basic drives which 
may vary at different stages of life. The 
individual’s concept of himself changes 
as he experiences declining energy and 
also when he is retired from work. Atti- 
tudes toward retirement may be condi- 
tioned by health status, range of alter- 
native interests, values toward work, 
amount of income credit stored up, and 
many other considerations. Thus, the be- 
havioral aspects of aging are seen as a 
complex of influences and processes in- 
volving biologic, psychologic, and socio- 
cultural factors. 


Societal Aspects of Aging 


The study of aging as a societal phe- 
nomenon is concerned, as indicated ear- 
lier: (1) with the role of the environ- 
ment, including society and the culture 
in determining the position of older peo- 
ple; (2) with the changing roles and 
the interactive behavior of older people 
and other elements of the society in 
which they live; and (3) with the influ- 
ences which older people exert on the 
system of social relationships and _ or- 
ganizations of society and on the cul- 
ture. The point of view is that the num- 
ber, proportion, position, and so on of 
older people in any population are out- 
growths, in considerable part, of the 
culture and of societal action and that, 
in the process of aging, adults’ reac- 
tions to changes in themselves and to 
society’s expectations influence the soci- 
etal framework. The procedure in the 
present section will be to identify sever- 
al categories of problems upon which 
research is needed, most of which are 
arising out of the efforts of older people 
and of other elements of society to ad- 
just to the larger numbers of older per- 
sons in a changing environment. A simi- 
lar approach could be employed with 
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reference to the study of aging in any 
society. Studies of aging in present-day 
civilizations are enormously complicat- 
ed, however, because of the rapid tech- 
nologic and social changes, which are 
largely responsible for the increase in 
the number of older people and greatly 
influence their position in society and 
necessitate numerous adjustments on the 
part of society itself. 

Environmental factors. Individual and 
group behavior are determined not only 
by the capacities and predispositions of 
the individuals within a society but also, 
and probably to a greater extent, by the 
environment which the society affords. 
The environment may be thought of as 
including the physical habitat; the tools, 
machines, and other man-made sur- 
roundings which comprise what is often 
called the material culture; the accu- 
mulated knowledge, values, prescribed 
norms, and patterned ways of behavior 
developed to meet life situations; and 
the society which serves as the agent in 
transmitting the culture and in enforc- 
ing its requirements. Although man cre- 
ates his culture and continues to modify 
it through his participation in society, 
the culture, in turn, molds man.?* While 
we are perhaps more accustomed to 
thinking in this context with reference 
to the development and personality for- 
mation of children, the principle has 
equal applicability in determining the 
adaptations which adults make to their 
changing capacities and situations. ‘Thus, 
one area of social gerontology is clearly 
that of discovering the factors in the 
total environment which define the posi- 
tion and roles and influence the behav- 
ior of older people. 

One of these factors is that of the role 
of the culture and society in defining 
age itself. American society has devel- 
oped fairly clear-cut expectations on the 
basis of age.2*:2® In primitive societies, 
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role assignments appear to have been 
rather closely related to observed 
changes in the individual, such as de- 
clining energy and accumulation of ex- 
perience and knowledge and to the ac- 
tivities essential to group survival.®° In 
our society, certain role expectations 
have been formalized in terms of chron- 
ologic age and sometimes appear to bear 
little relationship to the needs and ca- 
pacities of individuals. This, together 
with the high value our society places 
on the qualities of youth, may well be 
powerful influences in determining the 
position of older people and their reac- 
tions to the process of aging. 

The values which a society places on 
the right of older people to health and 
general well-being and the projected 
wishes or foresight of the younger gen- 
erations will help to determine the share 
of national and personal income spent 
for research on aging; for provision of 
health facilities and services, housing, 
and other special requirements of older 
persons; and the amount of current ex- 
penditures we are willing to forego in 
order to provide adequate income in re- 
tirement. The long-time trend toward 
greater involvement of society in pro- 
moting individual welfare is certainly an 
important element in the environment 
of older people. At the same time, vari- 
ous developments in aging are influenc- 
ing this trend, as will be discussed later, 
but how far and how rapidly they will 
go is at present unknown. Additional 
knowledge of these matters would be of 
great help to all who are responsible for 
major policies and programs with refer- 
ence to older people. 

The place of work in our culture is 
one of the major features in the environ- 
ment of older people.*! Its value is de- 
termined by the need to survive, by con- 
sumption levels and aspirations, and by 
the values assigned to leisure. In the 
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past, the availability of economic activi- 
ty has been an important factor in both 
personal and societal adjustment to 
aging. In mouern times, the phenomenal 
advance of industrialization and increas- 
ing expectation of life are adding many 
hours of free time to the lives of middle- 
aged people and freeing the majority of 
older persons from work altogether. 
Leisure is coming to be seen in a new 
light, as it offers both opportunity for 
and requires people to seek new roles in 
adulthood.?2, Values and habits devel- 
oped with reference to work in earlier 
periods have been abstracted, to some 
extent, from work itself. However, the 
persistence of these values and _ habits 
beyond the requirements of the econo- 
my for lifelong participation in the 
work force and the delay in offering al- 
ternative roles and in providing ade- 
quate income for retired people are cre- 
ating some of the most serious of all of 
the personal and social problems of 
aging. 

These are illustrations of the manner 
in which society, culture, and the envi- 
ronment act upon older adults. It should 
be pointed out, however, that the values 
and ideals which are generally charac- 
teristic of a particular culture may vary 
a good deal among groups within a pop- 
ulation and hence call for subcultural 
studies. 

Social interaction. The concept of so- 
ciety also includes the area of social in- 
teraction—the system and processes 
through which individuals express their 
needs, through which society states and 
enforces its expectations, and through 
which balance or equilibrium is sought 
in harmonizing the interests of all ele- 
ments within a population. It has been 
suggested by Simmons** that such har- 
mony appears to have been pretty well 
achieved in preindustrial societies. It is 
perfectly clear, however, that, in a soci- 
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ety characterized by rapid change, the 
system of patterned relationships is up- 
set at many points and that new rela- 
tionships and adjustments are required. 
The potentialities for research in this 
area will be illustrated with a few exam- 
ples. 

One area in which more knowledge is 
needed is that of how mature adults re- 
spond to the system of grading age, par- 
ticularly when it carries implications of 
declining capacities; results in loss of 
status, as in retirement from work; and 
implies a sharp reduction in the need 
for income. There is considerable evi- 
dence of individual protest, though per- 
haps not much is on an organized basis.*+ 
In this connection, Havighurst*®® has re- 
cently developed an interesting hypothe- 
sis. Noting, first, that grading of an 
adult’s age is related to performance; 
second, that certain capacities, particu- 
larly those in the psychologic area, do 
not decline as early or as rapidly as 
those in the physiologic area; and, third, 
that most older people are not, and not 
likely to be in the future, in the work 
force, he suggests that performance in 
work roles may lose much of its signifi- 
cance as a basis for grading age. His 
hypothesis is that, as society centers 
more attention on leisure, capacity for 
performance in nonwork roles may as- 
sume importance in social definitions of 
aging. This hypothesis certainly de- 
serves to be tested. 

Another area develops around the 
question of response to noneconomic or 
free time roles, which take on new sig- 
nificance as society focuses more atten- 
tion on leisure.*® What forms of activity 
and social participation are open to re- 
tired parents and retired workers? Will 
society offer sufficient ego rewards for 
roles in voluntary service, citizenship ac- 
tivity, self-development, pursuit of arts 
and crafts, and recreational use of lei- 
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sure to make them attractive to older 
adults? Will they serve as bases for set- 
ting new goals in middle age? Will 
older people enjoy greater or less op- 
portunity to serve in broader capacities 
as advisers and counselors to the com- 
munity? Will they exhibit tendencies 
toward preservation of traditional val- 
ues and modes of behavior in the face of 
the demands for change by the rising 
generations? 

Somewhat related to this are the mat- 
ters of how rapidly new concepts of 
aging and knowledge about the interests 
and potentialities of older people, about 
the rising productivity of the economy 
and its implications for work and free 
time, and about the significance of the 
changing nature of the family will be 
recognized by all members of society, 
including older people, and, particular- 
ly, social planners, legislators, and oth- 
ers who occupy key positions in making 
decisions. 

A new question of pressing impor- 
tance is whether or not older people 
wish separate facilities, such as geriatric 
clinics, retirement housing, and activity 
centers.®*-49 To what extent do such fa- 
cilities represent efforts to achieve efhi- 
ciency and economy? To what extent 
are they supported or opposed by pro- 
fessional persons on the basis of their 
presumed relationship to cultural val- 
ues? What are the effects of various types 
of facilities reflected in motivation, 
amount and kind of participation, and 
physical and mental health? To some 
extent, this is a part of a larger ecologic 
question of how older people distribute 
themselves throughout the community 
with particular reference to the avail- 
ability of facilities and services. 

Aging and social organization. A third 
societal aspect of social gerontology is 
the impact of the aging population on 
the organizations and institutions of so- 
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ciety. Members of all societies develop 
patterned ways of behaving and struc- 
tural relationships in order to serve 
their common purposes. When these be- 
come long and universally established,*! 
they are called social institutions. Soci- 
ologists do not agree on the number of 
institutions there are, but most lists in- 
clude family, state, economic organiza- 
tion, religion, education, and recreation. 
The purposes of institutions are carried 
out through countless formal and infor- 
mal groupings, associations, and organ- 
izations, such as individual families; 
clubs; governments and government 
agencies; fraternal organizations; edu- 
cational, recreational, and financial agen- 
cies; and many others, all of which are 
interrelated within a vast ideational 
and structural arrangement. 


It is obvious that the increasing num- 
ber of older people with new styles of 
living in a changing society will contin- 
ue to have considerable impact on the 
social structure.‘? Institutional patterns 
become deeply imbedded in the culture 
and change very slowly. Organizations, 
in contrast, are somewhat easier to cre- 
ate, modify, and disband. This is anoth- 
er area in which there is much room for 
research, as a few examples will reveal. 

Storing up income credits for retire- 
ment in a wage-salary economy has be- 
come one of the principal concerns of 
the aging field. Members of agrarian and 
small shop economies, few of whom re- 
tired, were able to rely upon income 
derived from owning the means of pro- 
duction and upon support from the fam- 
ily, but these are minor sources of in- 
come today. For a number of years, a 
gradual shift has been underway from 
individual and family to community re- 
sponsibility for providing retirement in- 
come.*%: 44 This change is raising numer- 
ous questions which social gerontology 
will have to consider.*5 






GERIATRICS, OCTOBER 1960 





Government functions have expanded 
widely as the population has increased, 
as society and the economy have become 
more complex, and as household func- 
tions have declined. In the field of aging, 
government at one or more levels has 
become involved not only in income 
maintenance but also in research and in 
the support of research, in helping to 
finance the cost of medical and rehabili- 
tation facilities and housing, in pay- 
ments for medical care, in employment 
services, in adult education, in recrea- 
tion, and, most recently, in over-all 
planning.‘*- 47 Questions have arisen 
concerning the optimum level of gov- 
ernment for the performance of certain 
functions in relation to effectiveness and 
flexibility with regard to differentials in 
regional and local situations, financial 
support, and opportunity for citizenship 
participation; with regard to division of 
responsibility between statutory and 
voluntary agencies; and with regard to 
the most effective type of organization 
within any particular governmental 
structure. 

Voluntary associations and agencies 
are being affected in similar ways, and 
similar questions are appearing along 
with others. Men’s and women’s service 
organizations, labor unions, and _ reli- 
gious organizations are seeking ways to 
make their members conscious of the 
opportunities offered by free time and 
of the need to prepare for living in the 
later years and are also assisting in the 
development of programs for other 
groups. 

What are effective technics for ac- 
complishing these objectives? At least 
four new organizations have come into 
existence or have been greatly expanded 
as a consequence of society’s concern for 
older people: namely, the club for older 
people, the multipurpose activity center, 
the commercial nursing home, and the 
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interdisciplinary institute of gerontol- 
ogy within universities. All of them re- 
quire special study and evaluation with 
reference to the effectiveness of the pur- 
poses they are trying to serve. 


Social Gerontology as a Scientific Field 

seen as a 
of verified 
propositions and systematic hypotheses 
with reference to the aging processes in 
the individual following early adult- 
hood, to the societal factors in aging, 
and to the adaptations of society to older 
people. It represents a cross-sectional 
approach to the study of those aspects 
which the individual, the group, and the 
culture have with reference to aging. It 
is seen as a general scientific field, syn- 
thesizing approaches and knowledge and 
borrowing methods from an array of 
disciplines, including anthropology, bi- 
ology, economics, political science, psy- 
chology, and sociology. Its unique at- 
tributes reside in its acceptance of aging 
as a reference point and in its effort to 
organize data within this framework. 
The forthcoming Handbook of Social 
Gerontology*® represents a major effort 


Social gerontology may be 
striving to establish a body 








to systematize and organize existing sci- 
entific knowledge in the field. 

Social gerontology is not necessarily 
concerned with aging as a problem. It 
has become important because aging is a 
problem, and it is as concerned with the 
problematic aspects of aging as it is with 
the natural aspects. The development of 
knowledge and principles with regard 
to any or all aspects of aging will have 
almost immediate practical usefulness. 
In the field of aging, the demand for sci- 
entific knowledge has preceded its avail- 
ability, as has been indicated several 
times in the preceding sections. Most 
current planning and policy making has 
perforce proceeded on the basis of hy- 
potheses or of attitudes, values, and pat- 
terns carried over from the preindustri- 
al period. Thus, it may be assumed that 
there will be immediate effort to trans- 
late new knowledge into action as rap- 
idly as it becomes available, and the 
field of applied social gerontology will 
be defined close upon the heels of social 
gerontology itself. 

Presented at the Eleventh Annual Conference on 


Aging, University of Michigan, June 23, 1958. 
Revised. 
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Presentation of Case 


This 63-year-old white retired railroad 
worker was admitted to Minneapolis Vet- 
erans Administration Hospital on May 
18, 1959, complaining of swelling of his 
legs of three months’ duration. He gave 
a vague history of exertional dyspnea 
dating back to 1956. At that time, he was 
seen by a private physician who treated 
him for high blood pressure and dia- 
betes mellitus. Six months prior to ad- 
mission, he noted episodes of par- 
oxysmal nocturnal dyspnea, and three 
months before admission, a cough devel- 
oped which was productive of blood- 
streaked mucus. This persisted until the 
time of admission. He denied excessive 
alcohol ingestion during the year prior 
to admission but admitted that he had 
drunk considerably before that time. 
Physical examination on admission 
revealed a well-developed white man 
who weighed 130 Ib. and was 5 ft., 3 in. 
tall. His temperature was 99° F.; pulse, 
120 per minute; and blood pressure, 
170/80 mm. Hg. He was dyspneic at 
rest. There were telangiectatic lesions on 
his face and numerous spider nevi on the 
upper part of the trunk and arms. Fun- 
duscopic examination revealed one hem- 
orrhage near the left optic disk and scat- 
tered microaneurysms. There were also 
several areas of whitish exudate and 
grade 2 narrowing of the retinal arteri- 
oles. The neck was not remarkable. The 
heart was not enlarged to percussion, 
and the rhythm was regular. A systolic 
murmur was heard over the second right 
intercostal space. Auscultation of the 
lungs revealed bilateral basilar rales 
and wheezes. The respiratory rate at rest 
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was 36 per minute. The diaphragmatic 
movements were poor. The liver was 
palpable 4 cm. below the right costal 
margin and was moderately tender. ‘The 
kidneys and spleen were not felt by the 
examiners, and there were no abdominal 
masses. The testes were small and soft. 
There were prominent external hemor- 
rhoids. The prostate gland was some- 
what enlarged and of firm, elastic con- 
sistency. There was moderate pitting 
edema of both lower extremities up to 
the knees. The neurologic examination 
was not remarkable. There was no lym- 
phadenopathy. 

The laboratory findings included urine 
specific gravity from 1.005 to 1.015. 
There was no proteinuria or glycosuria. 
Microscopic examinations of the urine 
sediment revealed occasional white 
blood cells and hyaline casts. Hemoglo- 
bin was 13.8 gm. per 100 cc.; leukocyte 
count, 10,250 per cu. mm., with 67 per 
cent polymorphonuclear leukocytes; 
sedimentation rate, 61 mm. per hour by 
the Westergren method; bleeding time, 
two minutes; clotting time, thirteen min- 
utes; platelets, 180,000 per cu. mm.; 
VDRL test, negative; prothrombin time, 
34 per cent of normal, fasting blood 
sugar, 145 mg. per 100 cc.; serum bili- 
rubin, 1.8 mg. per 100 cc. in one minute 
and 3.5 mg. per 100 cc. total. Serum 
cholesterol was 220 mg. per 100 cc.; 
blood urea nitrogen, 12 mg. per 100 cc.; 
alkaline phosphatase, 20.3 King Arm- 
strong units; thymol turbidity, 2.9 
units; cephalin flocculation, 4+ in 
forty-eight hours; bromsulphalein _re- 
tention, 37.4 per cent in forty-five min- 
utes (corrected for icterus) . Serum sodi- 
um, 131 mEq. per liter; potassium, 5.1 
mEq. per liter; chloride, 97 mEq. per 
liter; carbon dioxide, 22.3 mEq. per 
liter; calcium, 9.4 mg. per 100 cc.; and 
phosphorus, 5.6 mg. per 100 cc. Second 
strength purified protein derivative was 
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positive. Skin tests for histoplasmosis, 
blastomycosis, and _ coccidioidomycosis 
were negative. A collodion agglutination 
test for Histoplasma capsulatum was 
negative. Complement fixation tests for 
histoplasmosis, blastomycosis, and coc- 
cidioidomycosis were anticomplementa- 
ry. Serum proteins were albumin, 1.9 
gm.; alpha, globulin, 0.2 gm.; alpha, 
globulin, 0.3 gm.; beta globulin, 0.6 
gm.; and gamma globulin, 2.7 gm. per 
100 cc. ‘Total serum proteins were 5.7 
gm. per 100 cc. 

A chest roentgenogram showed bilat- 
eral interstitial fibrosis of a fine, lacy 
type. An upper gastrointestinal series re- 
vealed evidence of an erosive gastritis 
along the lesser curvature and two ulcer 
craters, one in that region and the other 
at the pylorus. An oral cholecystogram 
did not visualize the gallbladder. An 
electrocardiogram showed left axis devi- 
ation with a ventricular rate of 86; de- 
pressed T waves in AVL, V;, and Vg; 
and QS configuration in V, to V3. A 
bone marrow biopsy was noncontribu- 
tory. A biopsy of the gastrocnemius 
muscle was not remarkable. Broncho- 
scopy showed normal bronchial mucosa 
and patent bronchial orifices through- 
out. A biopsy of the bronchial mucosa 
showed evidence of scattered foci of 
mononuclear cells in the submucosa, 
which were not considered diagnostic 
except of a mild chronic inflammatory 
reaction. An operation was performed 
on May 28, 1959. 


Discussion 

DR. WATSON: This 63-year-old railroad 
worker had dyspnea from the onset of 
his illness in 1956. He was.a diabetic and 


had high blood pressure, at least the 
history of high blood pressure. His ill- 
ness began with exertional dyspnea and 
paroxysmal nocturnal dyspnea. This 
sounds like left ventricular failure sec- 
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ondary to the insufficiency 
which diabetic patients frequently have. 
Secondary right heart failure then might 
account for the edema of his legs. Later, 
during his illness, we noted that he 
coughed quite a bit. This cough could be 
due to the left heart failure if we find 
further evidence of that entity later in 
the protocol. He was producing blood- 
streaked mucus, and I’d like to ask at 


coronary 


this point whether his sputum produc- 
tion was relatively copious or extremely 
scanty? This point is of some impor- 
tance in view of what we are going to 
see on the roentgenograms. 

DR. ZINNEMAN: His sputum production 
was neither copious in amount nor thin 
in character. 

DR. WATSON: 
thin sputum could be a little more sug- 
gestive of one of the diagnoses about 


A copious amount of 


which I am thinking. 

Apparently he did not have fever. I 
think this point should be emphasized, 
as it tends to eliminate a number of di- 
agnostic possibilities. He had a great 
many spider nevi on the upper part of 
his body and arms. This points strongly 
toward diffuse liver disease as a diagno- 
sis and much more so toward cirrhosis. 
As I take it, these angiomas were so 
numerous that they would speak, in 
themselves, for a diagnosis of cirrhosis. 
The blood pressure was 170/80 mm. Hg. 
In a 63-year-old diabetic, that type of 
blood pressure, excluding a mild aortic 
insufficiency or hyperthyroidism, often 
occurs in the presence of a dilated aorta. 
Rigid, uncoiled aortas may produce that 
kind of increase in the pulse pressure. 
That point is also of some importance in 
relation to the systolic murmur which 
was heard in the right second interspace. 
One might wonder whether aortic steno- 
sis could produce such a murmur. Of 
course, the character of the murmur and 
the presence or absence of a thrill would 
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be important information, but just on 
the basis of the blood pressure measure- 
ment alone, I know he did not have pure 
aortic stenosis. A person may have aortic 
stenosis and aortic insufficiency with a 
blood pressure similar to our patient’s, 
but a relatively pure aortic stenosis does 
not have that kind of blood pressure. No 
diastolic murmur is mentioned, so we 
can assume that he did not have aortic 
insufficiency. Therefore, I think these 
findings would indicate that the systolic 
murmur was more likely related to the 
aorta itself. I might also add that mur- 
murs related to aortic atherosclerosis 
usually may be differentiated from those 
of aortic stenosis on the basis of quality 
alone. Our patient’s murmur did not 
have the rough, harsh quality that char- 
acterizes aortic stenotic murmurs. 
Diabetic retinopathy and some hyper- 
tensive changes in the retinal arterioles 
were also noted in this patient. So far, 
we have discovered that this patient had 
a relatively benign hypertension, arteri- 
osclerosis, and diabetic retinopathy. 
Auscultation of the lungs revealed 
rales and wheezes. There had been no 
history of asthma, and nothing in the 
protocol suggests the presence of em- 
physema. I did ask about the vital capac- 
ity and was told that it was 1.2 liters. 
This value is markedly reduced and is of 
considerable interest when related to 
this heart size, which was normal. When 
a vital capacity of 1.2 liters without en- 
largement of the heart is found, one 
must think of dyspnea due to pulmonary 
rather than cardiac disease. Paroxysmal 
dyspnea in the early stages of left ven- 
tricular failure may occur without great 
cardiac enlargement. But marked re- 
duction in the vital capacity is not pres- 
ent in those circumstances. This reduced 
vital capacity suggests a much more seri- 
ous, chronic impairment of pulmonary 


ventilation. 
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The liver was moderately enlarged. 
Ascites and collateral circulation are not 
mentioned. It would be nice to know 
whether the venous pressure in his arms 
was elevated. The venous pressure could 
be elevated bcause of primary pulmo- 
nary disease with chronic cor pulmonale. 
On the other hand, if the edema of his 
legs were due to liver disease alone, 
then the venous pressure in his arms 
probably would not be elevated. It 
would be well to know his venous pres: 
sure. 

DR. ZINNEMAN: ‘The venous pressure 
was not done. However, an arm to 
tongue circulation time (Decholin) was 
ten seconds. 

DR. WATSON: As you can see, this pa- 
tient had evidence of diffuse functional 
liver impairment. The prothrombin time 
was reduced rather markedly, but I do 
not know what effect vitamin K had on 
this value. 

DR. ZINNEMAN: Vitamin K was given 
and the prothrombin time did not 
change. 

DR. WATSON: His serum bilirubin was 
significantly elevated, giving a direct to 
total ratio of a little over 50 per cent, 
which is not of any help to us in deter- 
mining the etiology of the jaundice. The 
alkaline phosphatase was slightly elevat- 
ed. The thymol turbidity was normal, 
but the cephalin flocculation was 4+. 
This is an interesting discrepancy that I 
have encountered quite often in patients 
with Laennec’s cirrhosis: the thymol 
turbidity is normal in the face of an 
abnormal cephalin flocculation. On the 
other hand, cirrhosis of the posthepatitic 
or idiopathic type usually exhibits an in- 
crease in the thymol turbidity. 

His bromsulphalein retention was 37 
per cent after subtraction for the prompt 
reacting bilirubin fraction. Skin tests 
were negative for the ordinary fungi, 
and, as he did not exhibit fever, it seems 
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unlikely that the pulmonary process is 
on the basis of fungus infection. The 
serum proteins are in good accord with 
the postulation of cirrhosis. 

We come now to the roentgenograms, 
and perhaps this is as good a time as any 
to discuss them. 

DR. JOSEPH JORGENS: The radiology 
department was in a difficult spot on this 
case. There were two gastric lesions 
about which we were concerned. One 
was the lesion along the lesser curvature 
and the other was the pyloric or pre- 
pyloric deformity (figure I). In addi- 
tion, we noted some serration of the 
lesser curvature which raised the possi- 
bility of multiple ulcers. Multiple ulcers 
are occasionally seen in alcoholics and 
may be confused with scirrhous types 
of carcinoma, gastric atrophy, and ero- 
sive gastritis. 

In this particular case, we could be 
sure of at least one ulcer on the lesser 
curvature and possibly another pit or 
pocket in the prepyloric or pyloric area. 
We followed this ulcer in the pyloric 
area from May to September 1959. The 
pit in the pyloric area did not change, so 
we believed that we were dealing with 
a healed ulcer in this area. 





FIG. 1. Upper gastrointestinal series dated May 
1959, Ulcer niche in pyloric region can be seen 
as well as serrations along the lesser curvature 
of the stomach. 





At the same time, we have a series of 
roentgenograms that show what appears 
to be fibrosis of the lung (figures II and 
III). The fibrosis appears to be fairly 
diffuse, but the lung bases are more 
heavily involved. 

DR. E. T. BELL: Is it proper to consider 
the roentgenographic picture of the 
lungs representative of an interstitial 
pneumonia? 

DR. JORGENS: Yes, the picture would 
be compatible with an interstitial pneu- 
monia. It must have been a pneumonia 
at some time. The only question is 
whether it is pneumonia at this time or 
just pulmonary fibrosis. We really 
can’t be sure. I have the impression that 
the pericardium, or at least the pleura 
about the pericardium, has adhesions as- 
sociated with it. The heart, however, is 
normal in size. The lungs do not show 
the nodularity we would expect with his- 
toplasmosis or similar granulomas. 

DR. WATSON: I do not feel that the 
roentgenographic picture resembles sil- 
icosis, but I should like to inquire fur- 
ther regarding the patient’s occupation. 





FIG. 1. Posteroanterior roentgenogram of the 
chest dated May 13, 1959. Fibrotic changes are 
seen, which are more pronounced at lung bases. 
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Also, I would like to know the free acid 
content of the gastric aspirate. 

DR. ZINNEMAN: The patient gave no 
history of exposure to silica or beryl- 
lium dust. The free acid in the gastric 
aspirate was 31 degrees, with 63 degrees 
of total acid. 

DR. WATSON: Thank you. The gastric 
acid is within normal limits. 

The electrocardiogram was said to re- 
veal a left axis deviation with depressed 
T waves in AVL, V;, and V, and a QS 
configuration in V, to V3. I have exam- 
ined the electrocardiograms, and, to me, 
they indicate a mild myocardial injury 
with left axis deviation and left ventric- 
ular preponderance. I do not believe 
they indicate an active disease process. 

The remainder of the laboratory ex- 
aminations, which included a bone mar- 
row aspiration, biopsy of striated mus- 
cle, and bronchoscopy did not contrib- 
ute any information. 

An operation was then performed. I 
cannot imagine what operation it would 
be unless it referred to a biopsy of liver, 
lymph node, or skin. 





FIG. m1. Posteroanterior roentgenogram of chest 
dated July 18, 1959. There is little change in 
pulmonary findings. 


GERIATRICS, OCTOBER 1960 




















Now, let us discuss some of the diag- 
nostic possibilities. Could this be a dif- 
fuse carcinomatosis of any ordinary 
type in his lungs? That diagnosis seems 
unlikely to me because his dyspnea de- 
veloped gradually since 1956. The very 
slow development of roentgenographic 
changes during the first two years of 
observation would seem to me to be 
quite unlike carcinomatosis. Therefore, 
I have rejected that diagnosis. 

Another possibility, which is rather 
unlikely for the same reason, is diffuse 
pulmonary adenomatosis, the ‘so-called 
jagziekte. This condition represents the 
diffuse neoplastic proliferation of alve- 
olar epithelial cells or bronchial epithe- 
lial cells or both, causing a diffuse and 
slowly developing picture of pulmonary 
insufficiency. The few cases that I have 
seen have had a rather copious produc- 
tion of thin sputum. This unusual spu- 
tum was a fairly characteristic feature 
of this disease in most of the reported 
series. 

Could the pulmonary picture be re- 
lated to his gastric ulcers, which Dr. 
Jorgens has so beautifully demonstrated 
to us? We must bear in mind that this 
man has a diffuse liver disease and, in 
all likelihood, cirrhosis of the liver. In 
patients with cirrhosis of the liver, there 
is a real increase in incidence of peptic 
ulcer or, at least, ulceration of the gas- 
tric and duodenal mucosa. There is a 
paradox here which is rather interesting. 
A study of gastric acidity in patients 
with hepatic cirrhosis and esophageal 
varices was made by Sir James Lear- 
mouth quite a few years ago. He claimed 
that about 60 per cent of his total series 
had achlorhydria. This is a rather sur- 
prising finding in view of the frequency 
with which every clinician encounters 
ulcers of the stomach and duodenum in 
patients with cirrhosis of the liver. Re- 
cently, Childs of the University of Mich- 
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igan has been working on this question 
and has been able to produce chronic 
passive congestion of the gastric mucosa 
and esophageal varices by special surgi- 
cal technics in dogs. The incidence of 
peptic ulcer in these animals is extreme- 
ly high. Whatever the exact mechanism 
for the formation of these ulcers in dogs 
may be, we have to reckon with the fact 
that peptic ulcers, or at least ulcers that 
we cannot distinguish from peptic ul- 
cers, are relatively more common in pa- 
tients with cirrhosis of the liver. I see no 
objection to the belief that such a situa- 
tion is the basis for the ulcers in our 
patient. 

There is the possibility that he has 
some other diffuse disease of the liver 
simulating cirrhosis. What about hepatic 
lymphoma as a diagnosis? Could this be 
Hodgkin’s disease of the liver and of the 
lung? I doubt it very much. I have never 
seen Hodgkin’s disease produce this pic- 
ture in the lungs. Hodgkin’s disease can, 
at times, simulate cirrhosis of the liver 
perfectly. I have seen several of these 
cases in which, clinically, the picture was 
entirely that of hepatic cirrhosis and, at 
autopsy, even the gross appearance of 
the liver somewhat simulated cirrhosis. 
However, I cannot believe that Hodg- 
kin’s disease would be responsible for 
the type of pulmonary change that we 
find in this patient. 

What about some other blood dys- 
crasias, such as_ reticuloendotheliosis? 
Could this cause the sequence of events 
that we see in the lungs? I am inclined 
to doubt it. I have never seen a case in 
which there was an atypical leukemia or 
reticuloendotheliosis with pulmonary in- 
volvement that would agree with this se- 
quence of events. The blood picture did 
not suggest leukemia at any time, and it 
is noteworthy that the platelets were 
normal. In addition, the bone marrow 


examination was noncontribu tory. 














The question of interstitial pneumo- 
nia, the so-called Hamman-Rich syn- 
drome, should be raised. I do not be- 
lieve the clinical picture fits that diag- 
nosis. Very slow development of the dis- 
ease during the first two to three years 
makes the diagnosis of the Hamman- 
Rich syndrome quite unlikely. The cases 
that I have seen have experienced a more 
rapid and toxic early course with fever 
and rapidly increasing pulmonary in- 
volvement. This patient never experi- 
enced fever with his illness. 

Could this disease be Boeck’s sarcoid? 
There is no evidence in the protocol that 
specifically points to sarcoidosis. I real- 
ize that it is a very deceiving illness, but 
the appearance of the chest films, espe- 
cially in the early months of the illness, 
is totally unlike Boeck’s sarcoid. He 
does not have generalized adenopathy. 
There was no particular hilar adenop- 
athy, no skeletal involvement, and no 
splenic enlargement. Therefore, I think 
the diagnosis of sarcoidosis is unlikely 
but still a possibility. 

The systemic mycoses, which may pro- 
duce a pseudocirrhotic type of picture, 
must be dismissed because of the lack 
of fever. 

In summary, I am guessing that he 
has a diffuse interstitial fibrosis of the 
lungs which was progressive. I do not 
know the etiology of the pulmonary dis- 
ease. I believe also that he has hepatic 
cirrhosis. I can only speculate as to the 
relationship between the liver disease 
and the pulmonary disease. 

DR. ZINNEMAN: Thank you, Dr. Wat- 
son. May we hear the students’ diagnoses 
at this time? 

FLINK: The students selected 
a great number of diagnoses, so I will 
mention only the first one listed by each 
student. Seven students listed hemochro- 
matosis as the diagnosis; 2 thought he 


DR. E. B. 


had congestive heart failure secondary 
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to arteriosclerosis or hypertension; 2 
thought he had cirrhosis of the liver; 
and I liked polyarteritis as the diag- 
nosis. 

DR. WATSON: I would like to make a 
comment or two concerning the students’ 
diagnoses. Hemochromatosis does not fit 
this patient because he was jaundiced. 
Jaundice in hemochromatosis is very 
rare. Also, the degree of functional liver 
impairment seen in this case would be 
uncommon in hemochromatosis. 

Polyarteritis nodosa would be quite 
unlikely because of the lack of fever in 
our patient. 

DR. WENDELL HALL: I want to make a 
point about the diagnosis of fungus dis- 
ease in this case. Considerable depend- 
ency upon the lack of demonstrable 
fever has been made to support the con- 
tention that the patient did not have a 
chronic pulmonary mycotic infection. In 
the case of an acute mycotic infection 
and in the case of disseminated mycotic 
disease, that point is certainly valid. 
However, patients may have chronic, 
slowly progressive fungus disease of the 
lungs without fever. They do not neces- 
sarily succumb to an acute exacerbation 
or dissemination of their disease, but 
progressive pulmonary insufficiency may 
develop with complications therefrom. 

DR. WATSON: That is a good point. 

DR. ZINNEMAN: Let us hear the pathol- 
ogists’ report at this time. 


Pathologic Discussion 


DR. THOMAS SEMBA: The operation 
should really be considered two opera- 
tions because two biopsies were per- 
formed, one of a right supraclavicular 
lymph node and the other of the liver. 
The major anatomic diagnosis is dissemi- 
nated sarcoidosis. First, we shall see the 
scalene node biopsy (figure IV). The 
lymph node was large and firm and, on 
cut surface, had a dense consistency. 
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Microscopic sections revealed multiple 
epithelioid granulomas which had a 
strikingly monotonous appearance. No 
necrosis was seen in these granulomas. 
Special stains for acid-fast bacilli were 
negative. 

A few days later, a needle biopsy of 
the liver was performed (figure V) . Mi- 
croscopic sections showed that the over- 
all architecture of the liver was fairly 
well preserved. However, multiple sec- 
tions finally revealed the sarcoid granu- 
lomas for which we were looking. In 
addition, the liver shows some degree of 
cirrhosis. 

QUESTION FROM THE FLOOR: Isn’t it 
remarkable to find both pulmonary and 
hepatic involvement with sarcoidosis 
with no change in the serum calcium? 

DR. FLINK: Yes, that’s right. 

DR. ZINNEMAN: This patient is particu- 
larly remarkable, since he is the second 
such case with pulmonary and hepatic 
sarcoidosis we have had within twelve 
months. 

DR. WATSON: Dr. Sheila Sherlock of Lon- 
don reported a number of cases of he- 
patic sarcoidosis. Dr. Spink visited her 
some years ago and asked if she had ex- 
cluded brucellosis in her reported cases. 





FIG. Iv. Photomicrograph (X90) of right supra- 
clavicular lymph node. Numerous small, non- 
caseating granulomas with giant-cell formation 
are seen. 
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FIG. v. Photomicrograph (X90) of needle liver 
biopsy. This area shows considerable disruption 
of liver cords by fibrosis and a larger noncaseat- 
ing granuloma. Other areas of biopsy specimen 
revealed almost normal hepatic architecture. 


She stated that she was unaware that 
brucellosis caused this picture. Drs. 
Hoffbauer and Spink published an arti- 
cle quite a few years ago on brucellosis 
of the liver with a histologic picture 
similar to sarcoidosis. Brucella abortus 
may cause a picture indistinguishable 
from sarcoidosis of the liver. This is in 
contradistinction to Brucella suis, which 
gives rise to abscess and suppuration. 
I do not think this patient had brucello- 
sis, but it is nevertheless a point that is 
worth mentioning. 

DR. ZINNEMAN: If there are no further 
questions, we shall adjourn. 

Dr. Watson’s Diagnoses: (1) cirrho- 
sis of the liver, (2) multiple, chronic 
gastric ulcers, and (3) diffuse pulmonary 
fibrosis of unknown etiology. 

Pathologic Diagnoses: (1)  sarcoid- 
osis disseminated with diffuse pulmo- 
nary and hepatic involvement, and (2) 
cirrhosis of the liver. 

EDITOR'S NOTE: This patient expired 
rather suddenly in November 1959. Au- 
topsy confirmed the presence of multi- 
ple, noncaseating granulomas of the 
liver and lungs. In addition, moderately 
severe portal cirrhosis was present. 
















Report on the International 


Gerontological Congress 


WM Hungary’s Dr. Anna Aslan reporting 
on her controversial procaine therapy 
for the aged—and hearing it denounced 
as little short of quackery by an Ameri- 
can expert... 

Five last minute substitutes from the 
Soviet Union, one of them reporting 
that he had restored fertility in ancient 
dogs through revascularizing their ovaries 
by anastomosis with the omentum 

An extraordinarily thorough study of 
1,200 old people by a team from the Uni- 
versity of California’s Langley Porter 
Neuropsychiatric Institute, providing 
some unique clues to the causes of 
mental illness in the aged... 

These were the major highlights of the 
Fifth Triennial Congress of the Inter- 
national Association of Gerontology, 
which brought some 1,300 geriatrics spe- 
cialists from all over the world to San 
old Civic Audi- 
torium during the week of August 7 to 
12. 


Dr. Aslan, who looks a good 15 years 


Francisco’s cavernous 


younger than her claimed 63 years and 
attributes the fact to taking her own 
medicine, added a new angle to her 
usual pitch for procaine (she uses the 
generic term interchangeably with Novo- 
cain and her own designation, Hg) . She 
still claims the injections prolong life 
and relieve everything from arthritis to 
failing memory, but now, she said, she is 
experimenting with H, as a prophylaxis, 
using it on young animals in an attempt 
to postpone aging. 
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The case against procaine came from 
a number of directions. Dr. Leo Gitman 
of Brooklyn’s Hebrew Home for the 
Aged said that he had tried it for fifteen 
months on 10 patients and results were 
“essentially negative.” 

Dr. Nathan W. Shock, a physiologist 
with the Gerontology Branch of the 
National Heart: Institute, was even 
harder on Dr. Aslan; he called her “... 
the Pied Piper of 1960. Except that in- 
stead of leading children astray, she’s 
piping elderly men and women toward 
prolonged, heartbreaking disappoint- 
ments.” He noted that Dr. Aslan’s re- 
ports have contained “no adequate scien- 
tific controls,” and added that she has 
consistently refused to permit disinterest- 
ed physicians to use her material in 
double-blind tests. 

The found little that 
was positive to say about procaine ther- 
apy. Dr. Paval Martchouk, deputy direc- 
tor of the Institute of Gerontology at 
Kiev and the leader of the Soviet dele- 
gation, told Geriatrics that Russian re- 
search with procaine had indicated it 


Russians also 


“changes for the better some functions 
of the aging body, but only temporarily; 
it has positive effects in some people, 
negative effects in others.” Asked if he 
did or would use it himself, Dr. Mart- 
chouk smiled and answered through his 
interpreter, “My age is approximately 
60. I do not use procaine. I might when 
I reach 100.” 


Another Russian, Dr. Iosef F. Zhor- 
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daniya, director of the Institute of 
Women’s Physiology and Pathology in 
Tiflis, Georgia, reported on restoring fer- 
tility to 25 senile dogs (as well as to 20 
rabbits in which experimental athero- 
sclerosis had been provoked “by exces- 
sive feeding with cholesterin”’) . Fertility 
was restored through an operation he 
called omentoovariopexy—‘‘a sewing of 
the epiploon (omentum) to the ovaries.” 

In all cases, he said, vascular anasto- 
mosis was established and blood circu- 
lation to the ovaries, tubes, and uterus 
was intensified. Revival of functional 
activity, he added, was manifested in a 
“rise of general tone of the organism and 
of sexual instinct, in the intensification 
of the maturation process of maturing of 
the follicles in the ovaries, and in the 
heightened contracting ability of the 
muscles of the uterus.” 

Dr. Zhordaniya declined to discuss 
clinical use of the operation, but such 
plans appeared implicit in his conclu- 
sion: “Omentoovariopexy opens a new 
way in combating aging of the organism; 
it brings new possibilities in the treat- 
ment of amenorrheas of ovarious origin 
and of underdevelopment of reproduc- 
tive organs; it creates new premises for 
successful investigation of the problem 
of prolongation of the usual duration 
of the period of woman’s puberty (it was 
translated “puberty,” but “fertility peri- 
od” was the obvious meaning), and of 
other urgent questions of gerontology 
and gynecology.” 

In 5 separate reports, the Langley 
Porter team .of psychiatrists and social 
workers provided first tentative answers 
to a perplexing question: Why do some 
elderly people end in mental hospitals 
while others, who are just like them in 
every outward respect, live on at home in 
a happy, healthy, and alert state? 

For their study, which was supported 
by the National Institute of Mental 
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Health, the team from the Langley Por- 
ter Neuropsychiatric Institute selected 
534 persons (249 men, 285 women) more 
than 60 years old. The subjects were all 
first-time admissions to the psychiatric 
ward of the San Francisco General Hos- 
pital during 1959. Two-thirds of the sub- 
jects have since been placed in state 
mental hospitals. The control group con- 
sisted of 600 mentally healthy persons 
who were living in the community. They 
were matched to the mentally ill by age, 
sex, and living arrangements. 

Although much work remains to be 
done with the tremendous amount of 
material that was collected through bat- 
teries of physical and mental tests, his- 
tories, and observations, these first an- 
swers emerged: 

Intelligence: The mentally ill, follow- 
ing the national pattern, showed a steady 
decline in mental ability beginning at 
age 60; the control group did not begin 
the decline until age 75. 

Economic levels: Half the hospitalized 
group had annual incomes of $1,500 or 
less and 62 per cent reported a decrease 
in living standards after age 50. Only one- 
third of the controls had incomes under 
$1,500 and only 33 per cent reported a 
decline in living standards after age 50. 

Physical health: Final figures were not 
yet totaled, but the control group showed 
“much less” physical ill health, visited 
physicians more frequently, and had 
more health insurance. Said Dr. Alex- 
ander Simon, “Most striking was the high 
incidence of serious physical illness in 
the hospitalized group; more than 70 
per cent required daily care for physical 
disability alone. More than 40 per cent 
of the psychiatric admissions had been 
precipitated by acute behavioral distur- 
bances in response to acute physiologic 
disorders.” 

Social contacts: Approximately the 
same number of persons in both groups 
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lived with their children and one-third of 
both: groups had children living in 
nearby suburbs. However, 60 per cent 
of the mentally ill reported they had 
decreasing contact with their children 
and other relatives and friends after age 
50; only 32 per cent of the controls said 
that they were seeing less of their 
children, relatives, and friends. Ninety- 
four per cent of the mentally ill were re- 
tired as compared with 60 per cent of the 
controls. 

Intellectual outlets: Nearly all mem- 
bers of the control group read every day 
and most watched television and _ lis- 
tened to the radio; more than half the 
mentally ill never read and were seldom 
exposed to television or radio. 

A significant relationship seemed to 
exist between the Langley Porter Insti- 
tute’s finding on mental ability and a re- 
port by Dr. Carl Eisdorfer, a Duke Uni- 
versity psychologist. Dr. Eisdorfer gave a 
variety of mental tests to 250 people who 
represented a cross section of the older 
residents of Durham, North Carolina. His 
conclusions were: if a person at age 60 
has an IQ of 116 or more (1 in 7 Ameri- 
cans do), his mental ability drops very 
slightly with aging; if he has an IQ be- 
tween 86 and 116 (7 of 10 Americans), 
there is gradual but moderate decline; 
if his IQ is less than 85 (as for approxi- 
mately 15 per cent of adult Americans) , 
there is a marked drop. 

It was interesting to note that in 4 
separate papers, one sacred shibboleth 
of American thinking about the aged 
was upheld, while 3 
out the window. 

Pneumonia is 


others were tossed 


still “the old man’s 
friend,” according to Dr. George S. Strass- 
mann, of Waltham, Massachusetts. On 


the basis of a statistic study of necropsies 
performed in United States mental hos- 
pitals—80 per cent of them on persons 
older than 60—Dr. Strassmann was able 
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to report, “The most common fatal dis- 
ease was antibiotic-resistant broncho- 
pneumonia.” 

On the other hand, it isn’t necessarily 
true that marriage prolongs life, that 
the increasing proportion of older peo- 
ple in the population is caused by a de- 
clining death rate, or that many elderly 
people are committed to mental hospi- 
tals for reasons other than mental illness. 


Belle Boone Beard, a professor of so- 
ciology at Sweet Briar (Virginia) College, 
quoted United States census figures for 
1950 to show that female single-blessed- 
ness seems concomitant with a length- 
ened life span. The proportion of single 
women to total population showed a 
steady gain by age groups: 55 to 59, 7.7 
per cent; 60 to 64, 8.2 per cent; 65 to 69, 
8.4 per cent; 70 to 74, 9 per cent; 75 to 
84, 9.4 per cent; 85 or more, 9.7 per cent. 

Clyde V. Kiser of the technical staff of 
the Milbank Memorial Fund, New York 
City, said, “Research conducted during 
the last ten years has indicated that, con- 
trary to popular belief, past increases in 
the proportion of old people in the 
United States and in other Western coun- 
tries have been due almost entirely to 
declines in the birth rate and virtually 
not at all to declines in the death rate.” 

After a study of geriatric hospitaliza- 
tion in Boston, Dr. David Blau reported, 
“The assumption that geriatric patients 
are admitted to state mental hospitals 
because of physical disability, social iso- 
lation, economic situation, or for any 
reasons other than psychiatric illness is 
untenable.” 

The delegates seemed to have little or 
no faith in a number of reports from 
various foreign scientists; reports that 
these scientists were clinically prolonging 
life by feeding or injecting into their 
patients such esoteric matter as ground- 
up hearts of embryonic calves and the 
gastric mucosa of hogs. 
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Delegates paid more attention to such 
quotes as these: 

@ From G. Warfield Hobbs, chairman 
of the National Committee on the Aging 
of the National Social Welfare Assembly: 
“That magic number 65, at which a 
worker’s mind supposedly turns to jelly 
and his limbs to stumps, was set in 
Prussia in the 1880’s—when life expec- 
tancy was 38—to fool the people into 
believing they were getting a decent so- 
cial insurance plan, and we’ve been fol- 
lowing it like sheep ever since.” 

@ From Meyer F. Nimkoff, Florida 
State University sociologist: “What the 
modern family lacks is the thimbled fin- 
ger of grandma to thump junior’s head 
when he sasses his elders; now everybody 
shrugs off family responsibility because 
it’s shared by the school, the bus driver, 
the teacher, the playground director, the 





Boy Scout leader, the Sunday School 
teacher, the librarian, the doctor, the 
nurse, the sitter, and others.” 

@ From Harold L. Wilensky, Univer- 
sity of Michigan sociologist: “America’s 
cult of youthful pep and a dearth of 
strong, stable secondary ties make the 
old peculiarly vulnerable to irresponsible 
political leaders, more susceptible to per- 
sonality appeals in politics, more ready 
for the demagogues who exploit fanatic 
faiths of nation and race... .” 

@ From Dr. Peter Sainsbury, a _psy- 
chiatrist attached to Graylingwell (men- 
tal) Hospital in Chichester, Sussex, Eng- 
land: “Pay strict attention when the 
older person threatens or even talks 
about or hints at suicide; we've dis- 
covered that 70 per cent of our elderly 
suicides gave jolly good hints beforehand 
that they were going to kill themselves.” 


APPROXIMATELY ONE THIRD Of patients with renal cancer seek medical 
attention because of nonurologic symptoms. Recognition of this fact 
and diagnostic use of intravenous urograms in atypical cases should 
speed diagnosis and improve the presently poor end results of renal 


cancer. 


The classic triad of gross hematuria, pain in the flank, and flank 
mass was lacking in 183 of 577 patients with renal cancer. In 138 of 
the 183 patients, the presenting symptom was fever, weight loss, pain 
other than in the flank, unexplained weakness, or painless abdominal 
mass. In 45 patients, the renal tumor was silent and discovered inci- 


dentally by autopsy or during examination for prostatism, hyperten- 
sion, polycythemia, nephrolithiasis, or other unrelated conditions. 

Only 4 of the 183 patients had gross hematuria; significant hema- 
turia was noted microscopically in 18. 

Metastasis was observed in 80 of the 183 patients at the time the 
tumor was discovered. The skeletal system was affected almost as fre- 
quently as were the internal organs, including the soft tissues. ‘The 
lungs were the most commonly affected organs. In no instance was 
excision of metastatic lesions curative. 


M. M. MELICOW and A. Cc. USON: Nonurologic symptoms in patients with renal cancer. 


J.A.M.A. 172: 146-151, 1960. 
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Social security medical 


care for the aged 


MB Recently, I noticed an interesting let- 
ter in the New York Times from Dr. 
George Baehr, of the Commission on 
Financing of Hospital Care, sponsored 
by the American Hospital Association. 
In this letter, he discusses some of the 
facts involved in proposing social secu- 
rity medical care for aged persons. 

Dr. Baehr that the average 
number of days. of hospital care re- 


shows 


quired by older persons is almost 3 
times greater than that needed during 
their younger years. When they are no 
longer employed, older people cannot 
meet the high cost of hospital care with 
their limited retirement incomes, nor can 
they pay the high premiums for ade- 
quate insurance coverage for their age. 
Can voluntary insurance accomplish the 
same purposes as proposed in legisla- 
tion to amend the Social Security Act to 
provide prepaid hospital and_ surgical 
benefits for retired persons over 65? 

In answering this question, Dr. Baehr 
shows that, in another 2 decades, 26,- 
000,000 Americans will be over 65 years 
of age. Of these, 21,000,000 will be eli- 
gible for social security, and 74 per cent 
will have an annual income of less than 
$1,000. Only 15 per cent will have a year- 
ly income of $2,000 or more. At present, 
only 35 per cent of people over 65 have 
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hospital insurance, most of which is in- 
adequate for the services required. 

In the United States, 1,255 private 
companies sell health insurance. Each 
sells a number of different policies, 
which vary from token benefits of little 
protective value to comprehensive cov- 
erage. All policies cost more for older 
groups. The complicated and confused 
rate and benefit structure makes it im- 
possible for these voluntary insurance 
companies to earmark reserves built up 
by the employed population to take care 
of the higher cost of hospital care after 
retirement. Furthermore, many people 
moving from job to job during years of 
employment repeatedly change from 
one insurance company to another, each 
with different benefit patterns and costs. 
Dr. Baehr suggests that the social secu- 
rity mechanism provide a simple meth- 
od for collecting the required 
marked reserves and also for spreading 
the risk of higher hospital costs in later 
life throughout the preceding years of 


ear- 


employment. 

With the opposition of the medical 
profession to the Forand bill, this par- 
ticular legislation probably will not be 
passed. But, as I write this, the Secre- 
tary of the Department of Health, Edu- 
cation and Welfare is working with oth 
er high administrative officials on some 
sort of a compromise proposal that may 
be acceptable as an amendment to the 
Social Security Act—one that will pro- 
vide satisfactory prepaid medical and 
hospital care. It is to be hoped that this 
matter may have wide publicity and 
careful public consideration, for the pol- 
icy decisions reached will be of great 
importance to us all. 

CHAUNCEY D. LEAKE 
The Ohio State University, Columbus 
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An interdisciplinary approach to geriatrics 


BB Reference has already been made to 
the interesting activities of the Duke 
University Council on Gerontology, or- 
ganized under the direction of Dr. 
Ewald W. Busse, chairman of the De- 
partment of Psychiatry (Geriatrics 14: 
203, 1959). This important council 
meets regularly for seminar discussions, 
with representatives present from vari- 
ous groups in the schools of medicine, 
nursing, law, economics, education, so- 
ciology, psychology, and pastoral care. 
The proceedings of the seminar are pub- 
lished annually. This record gives an in- 
dication of the importance of an inter- 
disciplinary approach to geriatrics. 
The proceedings of the geriatric semi- 
nars for 1958-1959, which have just ap- 
peared, include an interesting descrip- 
tion of the function of the Council: (1) 
to stimulate interest in research in the 
field of gerontology; (2) to encourage 
the exchange of information, promotion 
of communication, and the integration 
of knowledge about gerontology; (3) to 
facilitate research in gerontology at 
Duke University; (4) to provide a cen- 
tral specialized repository of informa- 
tion on knowledge related to gerontol- 
ogy; (5) to provide a central source of 
information on methods for facilitation 
of research in gerontology, and (6) to 
disseminate information resulting from 
studies on gerontology carried on at 
Duke University. 
Duke University has established a re- 
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gional center for research on aging. This 
has been made possible by a large grant 
from the United States Public Health 
Service over a five-year period. The cen- 
ter for the study of aging operates 
under the direction of a panel, charged 
with the responsibility of (1) determin- 
ing the policies of the research projects, 
and (2) collaborating with the project 
director on major decisions in regard to 
the areas of research activity, the selec- 
tion of key personnel, and the coordina- 
tion of investigations. Annual confer- 
ences on gerontology are being arranged 
by the center. Projects under investiga- 
tion under the auspices of the center in- 
clude studies of interdisciplinary health 
teams, dermatologic problems of aging, 
improvement of muscular status in 
aging, the effect of aging on the central 
nervous system, evaluation of pre-retire- 
ment counseling, connective tissue me- 
tabolism as a function of aging, the de- 
velopment of fatty livers with age, fat 
metabolism and atherogenesis, and psy- 
chologic and psychophysical deficits in 
the elderly. 

During the past year seminars were 
held on a number of interesting sub- 
jects. These include one given by Dr. 
Margaret Luscki on “The Challenge of 
the Interdisciplinary Team Approach in 
Gerontology Research”; a report by Dr. 
Wingate M. Johnson of Bowman Gray 
School of Medicine on “The American 


Medical Association Action in the Field 
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of Aging”; a consideration of “The Im- 
pact of Aging on the Economy” by Dr. 
John W. McConnell, Dean of the Grad- 
uate School of Cornell University; a 
discussion of the “Surgery of Degenera- 
tive Arterial Disease” by Dr. Brooke 
Roberts of the University of Pennsyl- 
vania Medical School; a consideration 
of “Coming Controversies in Social Se- 
curity” by Dr. Arthur Larson of Duke 
University, and an interesting discussion 
on a survey of dizziness in its relation 
to the aging process by Dr. Juan A. 
Pons, formerly Secretary of Health for 
Puerto Rico. 

These seminars again call attention to 
the value of coordinated interdiscipli- 
nary discussions on geriatric problems. 
Seminar discussions of this sort might 
be an appropriate way for medical 
schools to develop interest in the whole 
field of geriatrics. Most medical schools 
are still finding it impossible to develop 
a special curriculum course for geriat- 
rics. Failing in this effort, there might 
still be effective promotion of interest 
in geriatrics by the establishment of in- 
formal interdisciplinary seminar groups, 
which could meet regularly for the con- 
sideration and discussion of various cur- 
rent geriatric problems. The intellectual 
involved would 


community certainly 


benefit from such seminar programs. 


The example set by Duke University 
Council on Gerontology is well 
worth following in all of our medical 


one 


schools. 
CHAUNCEY D. LEAKE 
The Ohio State University, Columbus 


Older persons go to school 


MM I read in Modern Maturity (April- 
May, 1959) that the U.S. Department 
of Health, Education and Welfare, after 
their latest national survey, stated that, 
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in the 60 to 70 year bracket, 465,000 
people had gone back to school. Even in 
the 75 and older bracket, 50,000 have 
returned to school. This is certainly a 
remarkable statement. Another survey 
showed that over half a million persons 
of 60 years and over attend adult educa- 
tion classes each year. Much of this 
study has to do with the person’s prepa- 
ration for retirement. Other old people 
are learning new skills which they will 
need if they are to continue at work. 

A large number of these educational 
projects are being carried out in public 
schools with classes sponsored by pri- 
vate concerns. Many colleges and uni- 
versities sponsor evening classes. The 
YMCA, the YWCA, and the American 
Red Cross provide opportunities to de- 
velop recreational skills. 

WALTER C. ALVAREZ, M.D. 


Decreasing weight of the 
several organs in old people 


HH All serious students of geriatrics will 
want to get a copy of Dr. G. Strassman’s 
paper published in the Proceedings of the 
Fourth Congress of the International 
Association of Gerontology held in 
Merano, Italy, July, 1957, volume 2, 
Clinical Division, page 423. An abstract 
can be found in Excerpta Medica. As Dr. 
Strassman says, the amount of loss of 
weight in the several organs at death 
varies greatly, and this variation prob- 
ably depends largely on the way in which 
the person dies. The weights vary accord- 
ing to sex. The unusual amount of atro- 
phy in some organs can be due to dis- 
turbances in the blood supply, with per- 
haps infarctions. Much work will have 
to be done before we understand better 
why, in the later years of life, some 
organs shrink more than others do. 
WALTER GC. ALVARZ, M. D 
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The physician listens to a tense, nervous The patient takes one Meprospan-400 capsule 


patient discuss her emotional problems. To at breakfast. She has been suffering from 
help her, he prescribes Meprospan (400 mg.), recurring states of anxiety which have no 
the only continuous-release form of mepro- organic etiology. 

bamate. 








She stays calm while on Meprospan, even 


She takes another capsule of Meprospan-400 





under the pressure of busy, crowded super- with her evening meal. She has enjoyed sus- 
market shopping. And she is not likely to tained tranquilization all day—and has had no 
experience any autonomic side reactions, between-doseletdowns. Nowshecan enjoy sus- 
sleepiness or other discomfort. tained tranquilization all through the night. 










Relaxed, alert, attentive...she is able to Peacefully asleep ... she rests, undisturbed 
listen carefully to P.T.A. proposals. For by nervousness or tension. (Samples and 
Meprospan does not affect either her mental literature on Meprospan available from 
or her physical efficiency. Wallace Laboratories, Cranbury, N. J.) 
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HYDROPRES can be used: 


® € (in most patients, HYDROPRES is the only antihypertensive medication needed.) 

as Dé erapy, at other ari 1T N@CESSAly (Should other anti- 
hypertensive agents need to be added, they can be given in much lower than usual dosage 
so that their side effects are often strikingly reduced.) 


} 


ace therapy, in patients now treated with other drugs 
(In patients treated with rauwolfia or its derivatives, HYDROPRES can produce a greater anti- 
hypertensive effect. Moreover, HYDROPRES is less likely to cause side effects characteristic 


of rauwolfia, since the required dosage of reserpine is usually less when given in combination 
with HydroDIURIL than when given alone.) 


HYDROPRES- 2 5 HYDROPRES-50 


25 mg. HydroDIURIL, 0.125 mg. reserpine. 50 mg. HydroDIURIL, 0.125 mg. reserpine. 
One tablet one to four times a day. One tablet one or two times a day. 


Ne; 


If the patient is receiving ganglion blocking drugs or hydralazine, 
their dosage must be cut in half when HYDROPRES is added. 


* For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


\y do) MERCK SHARP & DOHME, pDiviSION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


#HYOROPRES AND HYDRODIURIL ARE TRADEMARKS OF MERCK & CO., INC. 
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Combat Dry Skin Two Ways 


Lubriderm, an oil-in-water emulsion for topical 
application, and Lubath, a bath additive containing 
cottonseed oil, help overcome the dry, itchy skin 
generally associated with atopic dermatitis, asteatosis, 


chapped and chafed skin, wind and sunburn, winter, 





bath and senile pruritus. Used individually or in combination, 
Lubriderm and Lubath restore a soft, smooth, 


comfortable skin condition. 


LUBRIDERM® LUBATH® 


Contains cholesterol derivatives of lan- Highly-refined cottonseed oil made dis- 
olin in a carefully-balanced formula. persible in hard or soft water by a non- 
Non-sticky, non-greasy, non-occlusive. irritating, nonionic surfactant. Effortlessly 


deposits a thin film of soothing oil over 
the entire body while bathing. 


® 
TEXAS PHARMACAL COMPANY 
oil San Antonio, Texas, U.S.A. 


In Canada—Omega Laboratories, Ltd., Montreal and Toronto 
In Cuba — Laboratories Amedin, S. A., Habana 
In Venezuela—Salus, C,A., Caracas 
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this hypertensive 
patient prefers 
Singoserp... 
and so does 

his physician 















Photo used with patient's permission, 


Patient’s comment: ‘‘The other drug [whole root rauwolfia] made me feel lazy. | just didn’t feel 
in the mood to make my calls. My nose used to get stuffed up, too. This new pill [Singoserp] 
doesn’t give me any trouble at all.” 


Clinician’s report: J. M., a salesman, had a 16-year history of hypertension. Blood pressure 
at first examination was 190/100 mm. Hg. Whole root rauwolfia lowered pressure to 140/80— 
but side effects were intolerable. Singoserp 0.5 mg. daily, further reduced pressure to 130/80 
and eliminated all drug symptoms. 





Many hypertensive patients and their physicians 


prefer Singoserp because it usually lowers 
blood pressure without rauwolfia side effects 


SUPPLIED: Singoserp Tablets, 1 mg. (white, scored). Also available: Singoserp®-Esidrix® Tablets #2 (white), each 
containing 1 mg. Singoserp and 25 mg. Esidrix; Singoserp®-Esidrix® Tablets #1 (white), each containing 0.5 mg. 
Singoserp and 25 mg. Esidrix. Complete information sent on request. 
Singoserp® (syrosingopine CIBA) 

Singoserp®-Esidrix® (syrosingopine and hydrochlorothiazide CIBA) CiBpA 


2/2844mB SUMMIT, NEW JERSEY 





listless, 
fatigued— 
even 
“hypochondriac 
patients 
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Potassium Iodide), 1 mg.; Calcium Glycerophosphate, 


in a rich 15% alcohol base 


Supplied: Pint bottles, on B only. 


THE WM. S. MERRELL COMPANY 








alerts the mind 
tones the body 


fo here’s why: Each day’s dose of Alertonic (3 tablespoonfuls) contains: 
= a mild psychic stimulant: Meratran (pipradrol) Hydrochloride, 2 mg. 
abundant vitamins & minerals: Vitamin B: (Thiamine Hydrochloride), 


10 mg.; Vitamin Be (Riboflavin) ,5 mg.; Vitamin Be (Pyridoxine Hydrochloride) , 
1 mg.; Niacinamide, 50 mg.; Choline, 100 mg.; Inositol, 100 mg.; Iodine (as 


100 mg. and one milligram 


of each of the following: cobalt, manganese, magnesium, zinc, molybdenum. 


Dosage: One tablespoonful t.i.d. 30 minutes before meals. 


To date more than 30 million doses have been prescribed. 


CINCINNATI, OHIO * ST. THOMAS, ONTARIO _ rravemarks: ALERTONIC®, MERATRAN® 

















EXCHANGE PECTIN, 











Key to effective treatment 


of gastro-intestinal disorders 





Diarrheas...dysenteries...many other intes- 
tinal disorders...respond quickly and favor- 
ably to treatment with pharmaceutical 
specialties whose key ingredient is a citrus 
pectin or derivative in adequate dosage. 
Exchange Brand Pectin N.F. will provide a 
dependable therapeutic dosage of galac- 
turonic acid—the recognized detoxicating 
factor in the pectin. 


Exchange Brand Citrus Pectin and pectin 


derivatives widely used in therapeutic 
specialties include: 


PECTIN N.F.; PECTIN CELLULOSE COMPLEX; 
POLYGALACTURONIC, GALACTURONIC ACIDS, 


These are available to the medical profession 
in specialties of leading pharmaceutical 
manufacturers. Literature and up-to-date 
bibliography available from Sunkist Growers, 
Pharmaceutical Division. Address: 720 E. 
Sunkist Street, Ontario, California. 


" 
Sunkist Growers PRODUCTS SALES DEPARTMENT * PHARMACEUTICAL DIVISION 


Ontario, California 
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Available with either of the two 
outstanding bronchodilators 


Medihaler-EPI® 


Epinephrine bitartrate, 7.0 mg. per cc., suspended in inert, nontoxic 
aerosol vehicle. Contains no alcohol. Each automatically measured 
dose contains 0.15 mg. epinephrine. 


Medihaler-ISO® 





Isoproterenol sulfate, 2.0 mg. per cc., suspended in inert, nontoxic 
aerosol vehicle. Contains no alcohol. Each automatically measured 
dose contains 0.075 mg. isoproterenol. 








and 22%% more wmtal capacity 
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Optimal effect from Minimal Dosage Northridge, California 
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Community Needs of Elderly Psychiatric 
Patients 

C. COLWELL and F. POST. Brit. M. J. 5146: 214-218, 
1959. 

To assess the amount of further help needed 
by a group of discharged elderly psychiatric 
patients, an investigation of one year’s dis- 
charges from a unit for recoverable cases 
over the age of 60 was conducted. Only 15 
per cent of the patients remained complete- 
ly well for the two years studied. 

Exactly one-third of all cases, without any 
doubt, went through periods during which 
action by the community might either have 
been therapeutic or should have brought 
them back into psychiatric treatment at an 
earlier date. Community needs were present 
for 15 patients during the whole two years 
under review, and in 26 during shorter peri- 
ods. Of the 48 continuously disabled pa- 
tients, 20 were not under care while clearly 
in need of help. 

The majority of old people with mild 
symptoms were in the same position for 
many months. This is an important finding, 
because mild disorders should respond to 
community care much better than severe 
illnesses or dementias. 

Prevention of psychologic disorders has 
not yet become a practical possibility, but 
much suffering of both patients and their 
families can be prevented by instituting 
treatment early in the illness. Frequent 
occurrence of a long time lag between onset 
of deterioration and admission is another 
reminder to those responsible for the elderly 
of the community to consider urgently effi- 
cient ways of detecting early cases of senile 
mental decline. Suggested community after- 
care services include old people’s clubs, 
home helps, meals on wheels, laundry col- 
lection for incontinents, and friendly regular 
visiting. 
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A need has been felt for halfway-houses 
where the patient’s ability to tolerate the 
outside world could be assessed. Elderly pa- 
tients might be launched from such houses 
into jobs suited to present capabilities. 

To avoid imposing undue strain on the 
patient’s family, treatment of the psychi- 
atric patient within the community will 
have to be conducted flexibly and coopera- 
tively between hospital and community. A 
paramount need is the necessity of repeated 
and rapid interchanges between specialist 
treatment under the aegis of the hospital 
and aftercare and support by the family, 
the general practitioner, and the local au- 
thorities. 

The scope for community action in the 
fields of prevention and early treatment as 
well as aftercare of elderly psychiatric pa- 
tients is exceedingly large. Any worthwhile 
community service for elderly people with 
psychologic illnesses or difficulties will have 
to cater to large numbers and will be ex- 
pensive in terms of manpower and money. 


The Relationship of Proctology to General 
Medical Problems 


J. R. HILL. Proc. Staff Meet. Mayo Clin. 34: 467-474, 
1959. 
While hemorrhoidal bleeding should not be 
discounted as a cause of anemia, all other 
causes of severe bleeding should be elimi- 
nated first. Bright red blood from the anus 
may be due to a bleeding peptic ulcer, since 
blood in the bowel is known to cause hyper- 
peristalsis and resultant rapid transit time. 
The majority of anorectal sinuses result 
from anal fistulas originating in the anal 
crypts. More remote sources, such as _ per- 
forated sigmoidal diverticulum, regional en- 
teritis, or hydradenitis suppurativa, are not 
(Continued on page 77A) 
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Stops the itch she dreads to scratch 


thin minutes, ES-A-CORT can help you control the intol- 
able discomfort and embarrassment of pruritus vulvae 
'egardiless of cause. Clinical experience has proved 
SA-CORT’s balanced combination of hydrocortisone, 
trogen, and vitamin A... potentiated by DOME’s exclu- 
"ACID MANTLE vehicle... promptly and safely relieves 
flammation, itching and edema; facilitates healing, and 
stores the normal tonicity vitality and protective acidity 
OSa and skin. 


ES-A-CORT™ 


CREME (pH 4.6) LOTION 


micronized hydrocortisone al- 
cohol, vitamin A and estrone in 
the exclusive ACID MANTLE® ve- 
hicle. 


DOME CHEMICALS INC. 


New York - Los Angeles 
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Variety is the spice in this diet! Meat patties, peas and carrots, 


baked potato, gelatin salad, applesauce dessert—and beer. 


The secret of a successful 
bland diet is acceptance 





So appetizing (and therefore so acceptable)— broiled 
meat patties, made tender with crushed corn flakes 
and water, tasty with salt, savory with a hint of 
thyme or marjoram. Fish soufflé—delicious when 
topped with cracker meal and butter! 

Bland but satisfying are asparagus tips, carrots, 
peas— served whole, if tender, or puréed. Potatoes 
may be boiled, baked or mashed. Molded gelatin 
salads are pretty to look at—better to eat. For 
dessert, how about applesauce added to whipped 
lime gelatin and topped with custard sauce? 


Bsr, 
MBS, 






United States Brewers Foundation 


If you'd like reprints of this and 11 other different diet menus for your patients, 
write United States Brewers Foundation, 636 Fifth Avenue, N.Y. 17, N.Y. 











And with your 
approval, a glass 
of beer can add 

zest to your 
patient’s diet 


pH 4.3 
(Average of American Beers) 
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uncommon. The most common anal ulcer is 





anal fissure, arising in most instances in the 
posterior midline. Chronic anal ulcers due 
to regional enteritis and chronic ulcerative 
colitis are not uncommon. 

Occasionally, anal ulcer may result from 
tuberculosis, syphilis, eosinophilic granu- 
loma, acute leukemia, and agranulocytosis. 
Rectal and colonic ulcerations may also be 
caused by these conditions as, well as by 
histoplasmosis and Entamoeba histolytica. 

Cancer of the colon, rectum, or anus is not 
a general medical problem until metastases 
occur. The most common causes of extra- 
rectal inflammatory lesions are diverticulitis, 
regional enteritis, appendical abscess, peri- 
tonitis, and occasionally renal infection. Car- 
cinoma of the prostate, ovary, and cervix is 
the most common cause of malignant extra- 
rectal masses. Cancer of the stomach, pan- 
creas, and breast or abdominal carcinoma- 
tosis or retroperitoneal sarcoma may pro- 
duce the “rectal shelf.’ Endometriosis may 
present itself as an extrarectal mass. 

Any unexplained anemia or thrombo- 
phlebitis of the lower extremities requires 
anorectal or colonic investigation for either 
polyps or neoplastic malignancy. Metastatic 
nodules in the lung or liver may be the re- 
sult of a colonic malignancy, while enlarged 
inguinal nodes may suggest an anal cancer. 
Gardner’s or Peutz-Jegher’s syndromes are 
both characterized by multiple polyposis as- 
sociated with other systemic findings. 


Geriatric Surgical Emergency 
D. E. BOLT. Brit. M. J. 5176: 832-836, 1960. 


In the person. over 70, a compromise be- 
tween optimum surgical therapy and the 
ability of the patient to withstand surgery 
must often be carefully established. About 
two-thirds of elderly patients seen as surgi- 
cal emergencies receive adequate treatment, 
while palliative, inadequate, or no operative 
therapy can be instituted in the remainder. 

Dehydration and electrolyte imbalance are 
often impossible to correct adequately prior 
to surgery. However, major improvements in 
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FROM “TENSE AND ANXIOUS” 
TO 


“CALM 
AND 
CONFIDENT” 


WITH 


butabarbital sodium 


BUTISOL reduces nerv- 
ous tension without pro- 
fo lU Koti ave mr-Uel-Gaah are) mmaal—1ane- 
ore} anael—sielar 


Tablets, 
Repeat-Action Tablets, 
Elixir, Capsules 


DOSAGE: 15 to 30 mg. three or four 
times a day 


McNEIL LABORATORIES, INC 
Philadelphia 32, Pa. 








Photos used with patient’s permission. 





How new Dianabol rebuilt muscle tissue 
in this underweight, debilitated patient 


Patient was weak and emaciated before 
Dianabol. R. C., age 51, weighed 160 
pounds following surgery to close a perfo- 
rated duodenal ulcer. His convalescence was 
slow and stormy, complicated by pneumonia 
of both lower lobes. Weak and washed out, 
he was considered a poor risk for further 
necessary surgery (cholecystectomy). 
Because a conventional low-fat diet and 
multiple-vitamin therapy failed to build up 
R. C. sufficiently, his physician prescribed 
Dianabol 5 mg. b.i.d. 
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Patient regains strength on Dianabol. In just 
two weeks R. C.’s appetite increased sub- 
stantially; he had gained 912 pounds of 
lean weight. His muscle tone was improved, 
he felt much stronger. After 4 weeks, he 
weighed 176 pounds. Biceps measurement 
increased from 10” to 11%”. For the first 
time since onset of postoperative pneu- 
monia, his chest was clear. Mr. C.’s physi- 
cian reports: “He tolerated cholecystec- 
tomy very well and one week postop felt 
better than he has in the past 2 years.” 
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androgenicity than testosterone propio- 
nate, methyltestosterone, or norethandro- 
lone. 























Dianabol: new, low-cost 
anabolic agent 


By promoting protein anabolism; Dianabol 


builds lean tissue and restores vigor in 
underweight, debilitated, and dispirited 


patients. In patients with osteoporosis 
Dianabol often relieves pain and increases 
mobility. 


As an anabolic agent, Dianabol has 


been proved 10. times as effective as 


methyltestosterone. Yet it has far less 


Because Dianabol is an oral preparation, 
it spares patients the inconvenience and 
discomfort of parenteral drugs. 

And because Dianabol is low in cost, it 
is particularly suitable for the aged or 
chronically ill patient who may require 
jong-term anabolic therapy. 


Supplied: Tablets, 5 mg. (pink, scored); 
bottles of 100. 


tn 


Complete information sent on request. 


Dianabol 


(methandrostenolone CIBA) 


converts protein to 
working weight in wasting | 
or debilitated patients | 


2B A | 


2/2829MB SUMMIT. NEW JERSEY ' 


digests (Continued from page 77A) 





cardiorespiratory status may be achieved 
during the limited preoperative period. 

Of 373 patients admitted as emergencies 
to the West Middlesex Hospital, Isleworth, 
England, 185 underwent surgical interven 
tion, with an over-all operative mortality of 
29 per cent. Associated medical complica 
tions, such as hypertension, chronic bron 
chitis and emphysema, congestive heart fail 
ure, valvular disease, coronary disease, and 
previous cerebrovascular accidents, were 
present on admission in 45 per cent of the 
patients. 

Local anesthesia is often adequate, par 
ticularly in cases of strangulated hernia. 
Operative mortality is unaffected by the 
type of anesthetic agent; however, a smooth- 
er convalescence is seen with local anesthe 
sia. Of 73 cases of strangulated hernia, the 
over-all mortality was 12 per cent. In 8 cases, 
no operation was performed. Treatment by 
taxis and truss was satisfactory in a majority 
of these 8 patients. In cases of inguinal 
hernia, orchiectomy often facilitated the op 
eration, and permission for such was ob 
tained preoperatively. Local anesthesia sup 
plemented by general anesthesia was ade 
quate when bowel resection was necessary. 

Simple intestinal obstruction was seen in 
20 patients, of whom 16 were operated upon. 
with a mortality rate of 31 per cent. 

Over twe-thirds of the 29 patients with 
appendicitis had perforation on admission, 
reflecting the vagueness of signs and symp 
toms of this disease in the aged. Most bil 
iary diseases do not warrant emergency su1 
gery. Presence of gallstones per se is not an 
indication for cholecystectomy since the fre 
quency of serious recurrent symptoms is gen 
erally low within the life span of elderly 
persons. 

Urinary-retention was the most common 
cause for emergency surgical admission. Of 
118 such.€ases, 88 had benign prostatic en 
largementy* and 25 had carcinoma of the 
prostate. Major prostatic surgery was per 
formed on. 64 benign cases and 9 patients 


| with cancer, with an operative mortality of 


15 per cent. 














Course in Care of Chronically III 


Rehabilitation of the chronically ill patient 


physicians to be held November 14 to 18 by 
the New York Medical College-Metropolitan 
Hospital Center in New York City. The 
tuition fee is $150. Traineeships covering 
tuition, living expenses, and travel are avail- 
able. Applications may be obtained from Dr. 


















FACT 1. Prostatec 
tomy can often be 
avoided by expectant 
medical treatment.’ 


FACT 2. More than 
50% of men over 45 
develop benign pro- 
static hypertrophy.’ 


Chapman, T.L., Expectant treatment of benign 

prostatic enlargement. Lancet 2:684, 1949 

Hinmar F The obstructive prostate, J.A.M.A 
36 


135:1 194 








is the subject of a one-week course for 


FACT 3. Prostall cap 
sules reduce prostatic 
enlargement in 92% 
of cases.° 

FACT 4. Prostal! cap 
sules effectively re- 
lieve prostatic symp- 
toms as follows: 


BOSTON 





All news and announcements for this 
department should reach the editorial office six 
weeks before publication date. Please direct 

all communications to News Editor, GERIATRICS, 


84 South Tenth Street, Minneapolis 3, Minnesota. 


Jerome S. ‘Yobis, Chairman, Department of 
Physical Medicine and Rehabilitation, New 
York Medical College, 1 East 105th Street. 
New York 29. 


Symposium on Connective Tissue Disease 

A symposium on Inflammation and Diseases 
of Connective ‘Tissues: Pathogenesis and 
Therapy will be presented by Hahnemann 
Medical College, Philadelphia, from Decem- 
ber 5 through 9, 1960. The program, con- 
sisting of morning and evening sessions, will 
be held under these covering topics, with 
the following persons serving as moderators: 

(Continued on page 82A) 






for Prostatic 
Hypertrophy 


























nocturia 95%, urgen- 
cy 81%, frequency 
So, discomfort 71% 
and starting delay 
70%.* 

FACT 5. Prostall 
causes no side ef- 
fects.4 No contraindi- 
cations. 
















PROSTALL capsules contain 6 gr. of glycine (aminoacetic acid), alanine and glutamic acid in 
biochemical combination 
DOSAGE: 2 capsules t.i.d. after meals for two weeks, thereafter 1 capsule t.i.d. for at least 
three months. Repeat if symptoms recur 


3. Feinblatt, H.M., and Gant, J.C., Palliative treat 
ment of benign prostatic hypertrophy, J. Maine 
M.A. 49:99, 1958 


Ibid. #3, Southwestern Med. 40:109, 1959 


Write for Professional Literature 


METABOLIC PRODUCTS, 


LITTLE BUILDING « 
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SUDDENLY 


momentary dizziness 





Look out for the “little strokes” 


resulting from abnormal capillary fragility. Sudden 
dizzy spells, blurred vision, bizarre feelings of pain, 
transitory weakness of arm or leg—all are typical 
symptoms.' it has been suggested that many of 
these incidents (frequent in the middie years as 
well as in the elderly?) might be due to minor cere- 
bral hemorrhages. 


“Little strokes”—avoidable? manycerebral 
accidents may be avoided if adequate amounts of 
hesperidin and ascorbic acid are provided.* Hesper-C, 
a combination of hesperidin complex and ascorbic 
acid, promotes capillary resistance and repair; helps 
reduce the damage from abnormal capillary fragility.* 


THE CAPILLARY-PROTECTIVE FACTORS ® 
MESPERIDIN COMPLEX PLUS ASCORBIC ACID 


a vital measure of protection against the “‘little strokes” 


Roforences: as age W. C.: The New Physician 6:42, 1957. 
Little parents. hoor at Research, Pui ication bags 
Gntien States Shpartnent oF Health, National Institute of 
Tsou we Setnacs S788 arn Gi. (60S 
Hesperidin and Ascorbic Acid, New York, S. Karger, {ose 
THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. 
O-8748/60 





“everything goes blurred" 


- SUDDENLY 


she finds herself 
dropping things 
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protection 


against premature aging... | 


ELDEC 


mineral-vitamin-hormone supplement 


KAPSEALS*® 


ELDEC Kapseals help offset the disorders 
of advancing age for the patient now in his 
middle years. Supplying numerous valu- 
able dietary and metabolic factors, ELDEC 
Kapseals provide the patient with compre- 
hensive physiologic supplementation to 
meet the threat of nutritional and hor- 


monal deficiencies... aid him in meeting 


the problem of declining health during 
the years ahead. With ELDEC Kapseals, 
the patient can plan ahead for tomorrow 
with a greater assurance of good health 
and well-being. 











PARKE-DAVIS | 





PARKE, DAVIS & COMPANY | 


Detroit 32, Michigan 
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“Current Concepts of Connective Tissue,” 
Gustav Asboe-Hansen, M.D.; ‘General Char- 
acteristics of Inflammation,” moderator un- 
announced; “Immunology of Inflammation 
and Connective Tissue Diseases,’”’ Amedeo 
Bondi, Ph.D.; “Etiology and Pathogenesis 
of Collagen Disease,” John H. Talbott, M.D.; 
“Rheumatoid Arthritis,” also with Dr. Tal- 
bott as moderator; “Lupus Erythmatosus,” 
A. McGhee Harvey; “Other Collagen Dis- 
eases,” Howard L. Holley, M.D.; “Renal Le- 
sions,” Benjamin Castleman, M.D.; “Bio- 
chemistry and Pharmacology of Anti-inflam- 
matory Steroids,” Glen E. Arth, M.D., and 
William E. Sodeman, M.D. 


“Effects of Anti-inflammatory Agents on 
the General Inflammatory Process,” David 
M. Spain, M.D.; “Therapeutic Use of Ster- 
oids and Other Drugs in Specific Inflamma- 
tory States,” Joseph J. Bunim, M.D.; “Rheu- 
matic Fever,” William Likoff, M.D.; “Lupus 
Erythmatosus,” Thomas M. Durant, M.D.; 
“Treatment of Other Diseases,’’ Hobart Rei- 
mann, M.D.; “Effects of Steroids on Specific 
Nephropathies,” John H. Moyer, M.D.; and 
“Undesirable Effects of Steroids,” 
Wise, M.D. 


Robert 


Further information concerning the sym- 
posium can be obtained from Lewis C. Mills, 
M.D., Department of Medicine, Hahnemann 
Medical College and Hospital, Philadelphia 


9 
e 


Endocrine Surgery 

The schools of medicine of the New York 
University Medical Center will hold a three- 
day symposium on the surgery of endocrine 
organs November 17 to 19. The guest facul- 
ty will include Drs. Oliver Cope, Edwin 
Ellison, David Hume, Michael Lepore, John 
A. Oates, Olaf H. Pearson, Milton H. Porter, 
William W. Scott, Paul Wermer, Sidney 
Werner, and others. For details, write to the 
Office of the Associate Dean, New York Uni- 
versity Post-Graduate Medical School, 550 
First Avenue, New York 16. 
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Southeastern Cancer Seminar 

The theme for the tenth biennial Southeast- 
ern States Cancer Seminar for Physicians, 
which will be held at the Cherry Plaza 
Hotel, Orlando, Florida, November 16 to 18, 
is “New Horizons of Cancer Research and 
Therapy.” The seminar, which will feature 
a faculty of 14 guest speakers, is being pre- 
sented by the Orange County Medical Soci- 
ety in cooperation with the Florida Medical 
Association and is supported jointly by the 
Florida State Board of Health and the Flor- 
ida Division of the American Cancer Soci- 
ety. For information, write the 1960 Cancer 
Seminar Committee, 17 Lake Street, Orlan- 
do, Florida. 


Aged in Japan 

The winds of change have caught up with 
the status of the aged even in traditional 
Japan, a group of Japanese science writers 
and editors told members of the National 
Committee on the Aging in New York. With 
dwindling parental authority, the old way of 
children assuming the responsibility for 
their parents’ welfare is exposed to growing 
stress. The government subsidy of older peo- 
ple amounts to 1,000 yen, about $3, a month 
and is paid only to those over 70. The 
government now is considering raising this 
subsidy to 4,000 yen a month. 


Fellowships Available 

The Gerontological Research Foundation is 
offering fellowships for study in different 
disciplines in the field of aging. Postdoctoral 
candidates—either M.D.’s or Ph.D.’s—may 
apply. Work is to be carried out in a prop- 
erly qualified institution. Grants are $5,000 
a year, with higher stipends in exceptional 
cases, and may be renewed for a_ second 
year. The deadline for filing applications is 
January 1 and July 1 of each year. For in- 
formation, write to Dr. William B. Kountz, 
Director of Scientific Research, The Geron- 
tological Research Foundation, Research 
Center, 5600 Arsenal Street, St. Louis 39. 

(Continued on page 84A) 


help make 
the years of maturity 


years of health... 


ELDEC 


comprehensive physiologic supplement 


KAPSEALS® 


Physiologic Prophylaxis 


- 10 important vitamins plus minerals to help 
maintain cellular function and to correct 
deficiencies 


| + protein improvement factors to help com- 

| pensate for poor food selection 

- digestive enzymes to aid in offsetting 
decreased natural production 

- steroids to stimulate metabolism and prevent 
or help correct protein deficiency states 


Packaging: ELDEC Kapseals are available in bottles of 100. 
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| Detroit 32, Michigan 26960 











a s do not take part in the retirement system, 
ALTERS (Continued from page 834) and pensions start at final retirement; and 
(8) administrators should give up their 
duties at 67 but may apply to teach. 


Flexible Retirement Plan 

The University of South Florida, which will 
open in Tampa this fall, has worked out a 
flexible retirement program to meet the Dr. Lewin Dies 

needs of both school and faculty, with the Phillip Lewin, M.D., who has served for the 
following features: (1) tenure ends at 67; past several years as specialist in orthopedics 
(2) teachers wishing to continue work take on the editorial board of Geriatrics, died 
a physical examination and, when found in May 13 in Chicago. Dr. Lewin was attending 
good health and vigor, may be invited to physician in orthopedic surgery, Cook Coun- 
continue; (3) contracts for one semester to ty Hospital; senior attending physician, Mi- 
three years are signed; (4) between the ages — chael Reese Hospital; consultant, Municipal 
of 67 and 70, teaching load and salary will Contagious Disease Hospital; and chief of 
be 80 per cent of the last full year; (5) be- staff at Highwood Hospital. He was also 
yond 70, teaching load and salary are 67 per professor emeritus at Northwestern Univer- 
cent of the last full year; (6) contracts have — sity and professor of orthopedic surgery at 
a cancellation clause in case the teacher loses © Gook County Graduate School. 


his health or vigor; (7) teachers over 70 (Continued on page 91A) 













antacid efficacy of GUSTALAC 


patients welcome the pleasant way compared to other leading antacids 





USTALAC eas 
TABLETS \ 
give immediate relief from i Fides 
Gastric and Duodenal ULCERS aie Mi hy 
HYPERACIDITY 227 igen 
Heartburn of Pregnancy 510 20 30 60 120 150 180 





TIME IN MINUTES 


Each dose eases pain, ‘‘burning’’ and eructation for 
2% hours — two tablets are equal in buffering value Comyoles and literature on request 
to 10 oz. of milk. Does not cause acid rebound, con- 


stipation or systemic alkalosis. GERIATRIC 
PLEASANT TASTING GUSTALAC tablets each provide: PHARMACEUTICAL 


the ‘‘most potent antacid,’’!1 superfine calcium car- 
bonate (300 mg.), buffer-enhanced by a special high CORPORATION 
protein defatted milk powder (200 mg.). Bellerose, N. Y. 
















DOSAGE: 2 tablets chewed or swallowed \ Pioneers in Gerlatric Research 
q. 2 to 3 h. PRN and on retiring. 


1. Kirstner, J. B.: J.A.M.A. 166:1727, 1958. 
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in peripheral vascular disease... 
brings d to deep tissues 
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myo- == -vascular relaxant 
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WASODILAR 


lsoxsuprine hydrochloride, Mead Johnson 


e increases blood flow by direct 
action on the smooth muscle of 
the blood vessels’? 


e provides relief in a high percent- 
age of patients with a wide variety 
of peripheral vascular disorders*’ 


4 e effective in intermittent claudi- 
cation,”* coldness and numbness 
of extremities,*° trophic ulcers,*® 
and leg cramps*’ associated with 
arteriosclerosis obliterans, diabetic 
vascular disease, Buerger's disease, 
Raynaud's disease and frostbite 


1 or 2 taolets (10 to 


20 mg.) three or four times daily. 


10 mg. tablets, bottles of 100; 2 cc. ampuls 


(5 mg./cc.) for intramuscular use, boxes of 6 


(1) Kaindl, F.; Samuels, S.S.;Seiman,D., 
and Shattel, H.: Angiology 70:185-192 (Aug.) 1959 
(2) Samuels, S. S., and Shaftel, H. E.: J.A.M.A. 777: 
142-144 (Sept. 12) 1959. (3) Kraucher, G.: Prakt. Arzt 
71:325-329, 1957. (4) Birkmayer, W., and Mentasti, M. 
Wien. med. Wchnschr. 708:395-396 (May 3) 1958 
(5) Clarkson, I., and LePere, D.: Detailed report in 
Mead Johnson research files. (6) Billiottet, J., and 
Ferrand, J.: Sem. méd. 34:635-637 (May) 1958. (7) 
Singer, R.: Wien. med. Wehnschr. 707:734-736 
¢ &% (Sept.) 1957. 
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Mead Johnson 
Symbol of service in medicine 

















| Write for Free Information 


TO PREVENT | 
DANGEROUS ‘| PROFESSIONAL 


SELF-MEDICATION MALPRACTICE 
BY LIABILITY 


“COLON-CONSCIOUS” for 
PATIENTS e Physicians and Surgeons 


. > wae y a. 
Experience shows that bowel-con- ° Nursing Homes 


scious patients will try almost any- e Sanitariums 


thing in their search for relief from : 
_ e Nursing Home 


constipation. Why not protect them aie < 
P : P Administrators 


from potentially harmful agents? 
Satisfy their expectations safely by e Nurses 
prescribing or recommending Zilatone 


; ; Competitive Rates 
Tablets —a rational formulation of 


bile salts, mild laxatives and digest- WM. K. O'CONNOR & CO. 
53 West Jackson Blvd. 


ants — gentle enough even for the : en 
Chicago 4, Illinois 








gravid or cardiac patient. 





A random survey* of 722 Zilatone 
users indicated that 99 percent would 
take Zilatone again whenever they 
feel the need of a laxative. Yet over 
70 percent of the respondents previ- 
ously had used a total of at least 40 


other products. 





When a laxative is needed, Zilatone 
will satisfy the demanding criteria of 


thorough effectiveness and safety. 


Zilatone 


TABLETS 
Supplied: In boxes of 20, 40, and 80 
tablets in all drug stores. 


For professional samples, write: 
DREW PHARMACAL CO., INC. 
1450 Broadway, New York 18 | 


*Details on request 





















































uw 
KEEPS 


THE STOMACH 
FREE OF PAIN 


KEEPS 
THE MIND OFF 
THE STOMACH 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay | 
anxiety and tension with minimal side effects. | 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and H 
25 mg. tridihexethyl chloride. Bottle of 50. | 

| 


AVAILABLE Dosage: 1 tablet t.i.d. at mealtime and 


IN TWO 2 at bedtime. 
Milpath-200 — Yellow, coated tablets of 


POTENCIES: 200 mg. Miltown (meprobamate) and 
“25 mg. tridihexethyl chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


Milpath 


®Miltown + anticholinergic 









® 
WALLACE LABORATORIES New Brunswick, N. J. WW) 












Although not itself harmful, the small amounts of folic acid in 
“comprehensive” multivitamins can correct significant blood dis- 
orders to confuse the diagnosis and delay the treatment of perni- 
cious anemia victims.“ Peripheral blood and bone marrow data 
may appear normal? in such patients while accompanying nerve 
degeneration continues. Diagnosis delayed by normal appearing 
indices can thus allow irreparable neurologic damage to occur 
before the true nature of the disease is recognized and treatment 
begun.* 























To help physicians avoid this threat, Robins has formulated 
Adabee®, a new therapeutic multivitamin without folic acid, that is 
especially safe for long-term nutritional therapy in patients who 
require maximum support. 






































In order to obtain therapeutic levels of specific vitamins for certain 
individual deficiencies, doctors must often employ a “comprehen- 
sive” multivitamin.*”7 Many such elongated formulas include as 
ingredients substances which are nonessential, expensive to the pa- 
tient, and irrational.*:7? 


























On the basis that By» in therapeutic vitamin mixtures has been 
described as needless by the A. M. A.,? and its unnecessary ® !°*.*5 
and indiscriminate use’ has been criticized by astute hematologists,’ 
internists,’ pathologists,’* * and nutritional workers,” this member 
of the B-complex has also been omitted from Adabee. 














In a rational formula,?:**:"” the need for hormones, enzymes, amino 
acids, or yeast is not supported. And since these superfluous sub- 
stances might encumber the desired response to concurrently ad- 
ministered drugs, they are not found in the Adabee formulas. 
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“comprehensive” multivitamins —friend or foe? 





Each yellow, capsule-shaped Adabee® 
tablet contains: 





Vitamin A .. .. 25,000 USP units 
Water ld: s.ccscectteveces 1,000 USP units 
Thiamine mononitrate (B:) 15 mg. 







Riboflavin (Bz)... 10 mg. 
Pyridoxine HCl (Be) ......... 5 mg. 
Nicotinamide (niacinamide) ........... . 50mg. 
Calcium pantothenate ................0 . 10mg. 
Ascorbic acid (vitamin C) ............. . 250 mg. 


Each green, capsule-shaped Adabee®-M 
tablet contains Adabee, plus nine minerals: 


ANON sas sscseuscvesccssteseenecerescscnes aise desbes 15.0 mg. 
AOMIDD cies. sccrvssisenecm eonerigees ... 0.15 mg. 
CSOD: sv csssctactesusheresereeencennecwcoeaannts 1.0 mg. 
DUDDRBOEE 56.55 .epx sdssvieisartsonnieoelstse 1.0 mg. 
IVER MOMIOID | 555555csc.srvevavesassistsysvdesnss . 6.0 mg. 
CMM” sacs tubes senvaceecessssrsbuenies Roeneseanie 1.5 mg. 
BOVERI NII .sscas ccsecuesenenestss cosessrstvssss; ONO MMINEG 
AGRMCTRIN 2. 5i5.ct005,c0/scntonnrars asitsssscatescess SUGHUADIRS 
PROSBROTUS |. s0seysccsevanctescesss sire bury . 80.0 mg. 
references: 


1, Ellison, A. B. C., J.A.M.A., 173:240, 1960, 2. White, P. L., Sec’y, 
A.M.A. Council on Foods and Nutrition, J.A.M.A., 169:41, 1959. 
3. New Eng. J. M., Vol, 259, No. 25, Dec. 18, 1958, p. 1231. 4. Good- 
man, L, S., and Gilman, A., The Pharmacological Basis of Therapeutics, 
2nd ed., New York, Macmillan, 1955, pp. 1709-10, 1489-91, 5, Federal 
Register, Vol. 25, No. 136, July 14, 1960, p. 6633. 6. Conley, C. L., 
and Krevans, J. R., New Eng. J. M., 245:529-31, 1951. 7. Wintrobe, 
M. M., Clinical Hematology, 3rd ed., Phila., Lea & Febiger, 1952, pp. 
398-400. 8..Frohlich, E. D., New Eng. J. M., 259:1221, 1958. 9. Vilter, 
R. W., Modern Medicine, 28:15, p. 90, Aug. 1960, 10, Bean, W. B., 
Drugs of Choice: 1960-61, W. Modell, ed., St. Louis, C. V. Mosby Co., 
1960, pp. 115-16. 11, Crosby, W. H., Col., M.C., U.S.A., Military 
Medicine, 125:233, April, 1960. 12. Harris, C. E. C., Conn, State Med. 
J., pp. 543-45, July 1958. 13, Todd, Sanford, and Wells, Clinical 
Diagnosis By Laboratory Methods, 12th ed., W. B. Saunders, Phila., 
1954, pp. 306-7. 14. Goldsmith, G, A., Am. J. of M., 25:680, Nov, 1958. 
15. Darby, W. J., Am. J. of M., 25:726, Nov. 1958. 16. GP, Vol. 
XVIII, No. 2, p. 119, Aug. 1958, 17, J.A.M.A., Vol. 173, No. 16, pp. 
1831-32, 1960. 





the multivitamin without folic acid... or B12 


new! wide 
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A.H. Robins Co., Inc. 
Richmond 20, Va. 
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for laxative results without laxative harshness 


Ped sain sas [ID O>.4 1 BYaN \ THE SURFACTANT LAXATIVE 


Acting on a surfactant-softened fecal mass, Doxidan gently stimu- 
lates a weakened bowel musculature to normal intestinal action. 
Defecation is as gentle as possible, free from strain or pain; thus 
Doxidan is valuable in cardiovascular and other geriatric condi- 
tions. No bowel distention or fear of impaction—no oily leakage 
or interference with essential vitamin absorption. Because there 
is no rebound constipation, there is a greatly reduced tendency 
towards laxative dependency. 


DOSAGE: For adults and children over 12, one or two capsules. For children, age 
6 to 12, one capsule. Administered at bedtime for 2 or 3 days or until bowel move- 
ments are normal. Supplied in bottles of 30 and 100 soft gelatin capsules. 
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Iwish = 
she’d take _ 
Romilar CF. 
I can’t 
hear myself 


ROMILAR CF will stop that cough by prompt, specific control of the cough reflex 
—without narcotic hazards or complications. Relief begins within 15 to 30 minutes, 
lasts for as long as six hours. ROMILAR CF treats the entire cough and cold complex 
—nasal and bronchial congestion, allergic manifestations, fever, headache and 
myalgia, as well as cough. Romilar® Hydrobromide-brand of dextromethorphan hydrobromide. 


NON-NARCOTIC - NO PRESCRIPTION REQUIRED 


ROCHE LABORATORIES : Division of Hoffmann-La Roche Inc. 


ROMILAR GF 


for maximum cough relief 





oh ei Tags for Diabetics 
OKT onan hee ee) Alcoa announces that it has a new circular 
identification tag for diabetics, to be worn 
around the neck or as a bracelet. The 1-in. 
‘ diameter tag is embossed with a large D 
Parkinson Center and has a white cross against a brilliant red 
A rehabilitation center for patients with background. It is intended to identify thc 
paralysis agitans and their families is being wearer as a special medical case. Informa 
built close to Miami’s Metropolitan Medical tion concerning availability of the tags may 
Center. Built and supported by the Florida pe obtained from the Aluminum Company 
chapter of the National Parkinson Founda of America, Room 750, Alcoa Building. 
tion, it will be operated under supervision Pittsburgh 19, Pennsylvania 
of the University of Miami School of Medi 
cine. In connection with the program, the 








chapter also will provide 3 fellowships for 
basic and clinical studies in neurosurgery 
neurology, and geriatrics. 
Jewish Home Is 90 
@ The Home for Aged and Infirm Hebrews ot 
New York celebrated its ninetieth anniver 

New President sary in May. Whereas it started in an un 
Dr. Charles B. Huggins of Chicago, an asso pretentious brick house at 215 West 17th 
ciate editor of Geriatrics, assumed office as Street, which rented for $655 a year and had 
president of the Harvard Medical Alumni 4 residents, the home now ad. one of the 
Association on July 1. (Continued on page 96A) 


TRIPLE-ACTION 
ERIATRIC 
TONIC 


OFFSETS NUTRITIONAL DEFICIENCY 
ENHANCES WELL-BEING 
AIDS METABOLISM 


[NEW | 1 small capsule @ every morning 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethinyl Estradiol 0.01 mg. « bate 50 mg. « I-Lysine Monohydrochloride 25 mg. ° 
Methyl Testosterone 2.5 mg. * d-Amphetamine Sulfate Vitamin E (Tocopherol Acid Succinate) 10 Int. Units « 
2.5 mg. * Vitamin A (Acetate) 5,000 U.S.P. Units « Vita- Rutin 12.5 mg. © Ferrous Fumarate (Elemental iron, 10 
min D 500 U.S.P. Units * Vitamin B,. with AUTRINIC® mg.) 30.4 mg. © lodine (as Kl) 0.1 mg. ¢ Calcium (as 
Intrinsic Factor Concentrate 1/15 U.S.P. Unit (Oral) « CaHPO,) 35 mg. * Phosphorus (as CaHPO,) 27 mg. e 
Thiamine Mononitrate (B,) 5 mg. * Riboflavin (B.) 5 mg. Fluorine (as CaF.) 0.1 mg. © Copper (as CuO) 1 mg. « 
¢ Niacinamide 15 mg. ¢ Pyridoxine HCI (B,) 0.5 mg. « Potassium (as K2S0,) 5 mg. * Manganese (as MnO.) 1 mg. 
Calcium Pantothenate 5 mg. © Choline Bitartrate 25 mg. ¢ Zinc (as ZnO) 0.5 mg. * Magnesium (MgO) 1 mg. 
¢ Inositol 25 mg. * Ascorbic Acid (C) as Caicium Ascor- ¢ Boron (as Na2B,0,.10H,0) 0.1 mg. Bottles of 100, 1000. 





LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River. New York p> 
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“the most effective drug against tremor... 


IN PARKINSONISM Parsidol exceeds all other drugs for reducing 1 
tremor,! a major impairment in this disease. Parsidol also lessens N 
rigidity, brightens the patient’s mood and contributes to restoration 
of self-confidence. Especially well tolerated by older patients,'?3 
Parsidol is effective alone,and most patients respond well to a main- 
tenance dosage of 50 mg. q.i.d. Parsidol is compatible with other wr 
antiparkinsonian drugs and can be given in combination if so desired. 


PARSIDOL a 
PARKINSONISM 


MORRIS PLAINS, Ws 
. 

















1. Schwab, R. S. and England, A. C.: J. Chron. Dis. 8:488 (Oct.) 1958, 
2. Schwab, R. S.: Geriatrics 14:545 (Sept.) 1959. 
3. Doshay, L. J. et al.: J.A.M.A. 160:348 (Feb. 4) 1956. PAR*GPO4 
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Squibb Chloral Hydrate 


QUIBB TRADEMARK, 


DOSAGE: Adults—one or two 74% gr. capsules or one 
or two teaspoonfuls of Noctec Solution 15 to 30 
minutes before bedtime or 4% hour before surgery. 
Children—one or two 3% gr. capsules or 4 to 1 tea- 
spoonful of Noctec Solution, depending on weight, 
15 to 30 minutes before bedtime or % hour before 
surgery. 

supPpLy: 7% gr. and 3% gr. capsules. Solution, 
746 gr. per 5 ce. teaspoonful. 

For complete information, consult package insert 
or write to Professional Service Dept., Squibb, 
745 Fifth Ave., New York 22, N.Y. 

REFERENCE: 1. Goodman, L. S. and Gilman, A.: The Phar- 


macological Basis of Therapeutics, Second Edition, New York, 
Macmillan, 1955, p. 163. 
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if Squibb Quality— 
iy The Priceless Ingredient 
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©f Wine is fine for 
hospital cookery”? * 


CO vost patients need to be cajoled into eat- 
ing, with delicate, tempting dishes that are rich 


in savor and aroma.. by) 


Coy. might also borrow from the French, 
Latins and Greeks and include a small glass of 
wine in our hospital... cuisine...” or, we can at 
least use “wine asa flavoring agent...{since] wine 
adds a gourmet touch to most any dish from 
appetizers through desserts... Y® 


Ce,, cooking with wine the effect of a subtle 
flavor is desired... Dry wines are preferable to 
sweet wines and those most often used in cook- 
ing are: sherry, sauterne, marsala, madeira, 


claret...and burgundy. ee 


Today a growing bibliography con- 


— the value of wine as a stimulant to appe- 


tite, to digestion, and to promoting euphoria in convalescence, cardiology, urol- 
ogy, geriatrics, etc. Write for ‘‘Uses of Wine in Medical Practice,’’ Wine Advisory 
Board, 717 Market Street, San Francisco 3, California. 


*Floore, F. B.; Wine is Fine for Hospital Cookery, Mod. Hosp. 94:134 (June) 1960. 





THE OUTLOOK IS CALM 
FOR THE HYPERTENSIVE 


WHEN You ~) , 


—just enough reserpine (0.1 mg. per tablet or tea- 
spoonful) to help control blood pressure without 
side effects. 
—just enough BUTISOL Sodium® butabarbital 
sodium (15 mg.).to induce calmness without 
drowsiness. 


* 
Butiserpine Tablets + Elixir + Prestabs® Butiserpine R-A a 
(Repeat Action Tablets) 


McNeil Laboratories, Inc. 
Philadelphia 32, . 














AKT (Continued from page 91 A) 





most elaborate and comprehensive institu- 
tions of its kind in the country. Over the 
years, there has been an intensification of 
medical care, a new role for psychiatry, and 
a pioneering concept of rehabilitation. Social 
service, occupational therapy, and recrea- 
tional programs have enr-ched the lives of 
the residents, and numerous tours take them 
out of the four walls of the home. ‘The new 
Gertrude and Edgar K. Frank Pavilion, with 
facilities for 124 people, now is be:ng com- 


pleted. 
6 


Red Cross Course on Fitness 

To help maintain the physical and mental 
health of our aging population, the Ameri- 
can National Red Cross Nursing Service has 
developed a course called ‘Fitness After 


3-dimensional 
support for older 
patients 


BOLSTERS... tissue metabolism 
A interest, vitality 
A failing nutrition 


1 small capsule @ every morning 





Each capsule contains: Ethiny! Estradiol 0.01 mg. 


RES 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 











Forty,” which is offered to clubs, church 
groups, and other organizations with mem- 
bers about 35 to 65 years of age. Modified 
group discussion is conducted by a_ well- 
qualified nurse with demonstrated teaching 
ability. The course, which is completed in 
4 meetings, includes discussion of various 
aspects of health, education, and recreation 
and community resources in these fields. 
Nearly 50 courses have been held since last 
summer. Enrollment is limited to approxi- 
mately 20 in each group. 


Minnesota Receives Ford Grant 

A demonstration project in rural organiza- 
tion of programs for the aging in Minnesota 
will be financed by a $22,000 Ford Founda- 
tion grant. Of 7 projects awarded grants, 
Minnesota’s is the only one under state di- 
rection. The money will be disbursed by the 
public welfare department, and the Citizens 
Council on Aging will direct the two-year 
project. 













° bate 50 mg. « I-Lysine Monohydrochloride 25 mg. ¢ 


Methyl Testosterone 2.5 mg. * d-Amphetamine Sulfate Vitamin E (Tocopherol Acid Succinate) 10 Int. Uni s° 
2.5 mg. * Vitamin A (Acetate) 5,000 U.S.P. Units « Vita- Rutin 12.5 mg. © Ferrous Fumarate (Elemental iron, 10 


min D 500 U.S.P. Units * Vitamin B,. with AUTRINIC® 
U.S.P. Unit (Oral) « CaHPO,) 35 mg. © Phosphorus (as CaHPO,) 27 mg. * 


Intrinsic Factor Concentrate 1/15 


Thiamine Mononitrate (B,) 5 mg. « otek (B,) 5 me 


¢ Niacinamide 15 mg. © Pyridoxine HCl ( 


Calcium Pantothenate 5 mg. « Choline Bitartrate 25 in. 


mg.) 30.4 mg. © lodine (as KI) 0.1 mg. « Calcium’ (as 


Fluorine (as CaF,) 0.1 mg. * Copper (as CuO) 1 mg. 
° Potassium (as K,SO,) 5 mg. * Manganese (as MnO,) 1 me 
* Zinc (as ZnO) 0.5 mg. © Magnesium (MgO) 1 


¢ Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascor- ¢ Boron (as Na2B,07.10H,0) 0.1 mg. Bottles of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York a> 
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ico-Metrazol 


the safe ergogenic agent 





Whenever non-specific fatigue indicates the need for safe cerebral stimulation, 
Nico-Metrazol deserves a therapeutic trial. The gentle activation of the central nervous 
system and the increased rate of cerebral blood flow effected by Metrazol®, combined 
with increased peripheral blood flow induced by nicotinic acid, provide a “physiologic 
spark-plug” for renewed mental and physical vitality. Fatigue and listlessness are 
frequently replaced by a resurgence of energy and alertness. Chronically apathetic 
geriatric patients often show significant improvement on Nico-Metrazol therapy. 


Outstanding Safety: Nico-Metrazol is markedly free of undesirable systemic action. 
It causes neither hypertension nor postural hypotension. Nico-Metrazol has no adverse 
effect on liver or bone marrow functions. The vasodilating action of nicotinic acid 
produces a transient flush and is accompanied by a feeling of warmth and stimulation. 


Dosage: Initially, 2 Nico-Metrazol Tablets, or 2 teaspoonfuls of Nico-Metrazol Elixir, three or four 


times daily. For maintenance, after optimal results have been achieved, dosage may be reduced to 
1 Nico-Metrazol Tablet or 1 teaspoonful of Nico-Metrazol Elixir three times daily. 


Supply: Nico-Metrazol Tablets and Elixir—100 mg. Metrazol and 50 mg. nicotinic acid in each 
tablet or teaspoonful. 


For information on Vita-Metrazol and Metrazol dosage forms, consult your current Physicians’ Desk Reference. 


KNOLL PHARMACEUTICAL COMPANY «© orRancGE, NEW JERSEY 








IMPROVING ON NATURE Plywood is just one of 


the many examples of how man has modified one of nature’s gifts 
to make it more useful. 


In the treatment of hypothyroidism, Proloid offers similar evidence 
of man’s ingenuity in improving on nature. 


Proloid is doubly standardized: chemically, like ordinary thyroid, 
and biologically, by an exclusive Warner-Chilcott assay. This assay 
assures unvarying metabolic potency and a safe, predictable clinical 
response in every case. Yet this important extra care makes Proloid 
cost little more than ordinary thyroid. 


Specify Proloid whenever thyroid is indicated. Three grains is the 
average daily dose for patients with mild forms of hypothyroidism. 





safe, dependable, economical 


PROLOID: 











MORRIS PLAINS, N.J 








Now from 


Fleischmann’s J 
comes a delicious“ A 
new margarine ~ 
made from 1 00%, 
golden corn Oil" gm 


Eromgd? § 


*Yes, Fleischmann’s is made from delicious golden 
corn oil, partially hydrogenated for a smooth, 
even texture. On hot muffins, toast or vegetables, 
Fleischmann’s bursts into a delicate golden good- 
ness. It is also ideal for baking. Your whole family 
will love Fleischmann’s truly delicious flavor. 


Available wherever 
fine foods are sold 





FLEISCHMANN’S CORN OIL MARGARINE 


FOR THE 
AGING... NEW 
COMPREHENSIVE SUPPORT 


BALANCED HORMONE SUPPLEMENTATION 
A 

BROAD NUTRITIONAL REINFORCEMENT 
A 


MOOD ELEVATION 


1 small capsule oe morning ® 


RESTIN 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethinyl Estradiol 0.01 mg. « bate 50 mg. « I-Lysine Monohydrochloride 25 mg. « 
Methyl Testosterone 2.5 mg. « d-Amphetamine Sulfate Vitamin E (Tocopherol Acid Succinate) 10 Int. Units « 
2.5 mg. ¢ Vitamin A (Acetate) 5,000 U.S.P. Units ¢ Vita- Rutin 12.5 mg. ¢ Ferrous Fumarate (Elemental iron, 10 
min D 500 U.S.P. Units * Vitamin B,. with AUTRINIC® mg.) 30.4 mg. © lodine (as KI) 0.1 mg. © Calcium (as 
Intrinsic Factor Concentrate 1/15 U.S.P. Unit (Oral) « CaHPO,) 35 mg. * Phosphorus (as CaHPO,) 27 mg. ° 
Thiamine Mononitrate (B,) 5 mg. © Riboflavin (B,) 5 mg. Fluorine (as CaF) 0.1 mg. * Copper (as CuO) 1 mg. « 
* Niacinamide 15 mg. © Pyridoxine HC! (B,) 0.5 mg. « Potassium (as K,S0,) 5 mg. « Manganese (as MnO.) 1 mg. 
Calcium Pantothenate 5 mg. * Choline Bitartrate 25 mg. ¢ Zinc (as ZnO) 0.5 mg. © Magnesium (MgO) 1 mg. 
* Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascor- ¢ Boron (as Na,B,07.10H,0) 0.1 mg. Bottles of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York yD 
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More complete freedom from pain 
with reduced steroid dosage 


2>AIN EASES, MUSCLES RELAX WITH SOMA” @ INFLAMMATION SUBSIDES WITH PREDNISOLONE 


WHEN PAINFUL MUSCLES RELAX, INFLAMED JOINTS NEED LESS STEROID 


NOW...FoR ACUTE AND CHRONIC ARTHRITICS 
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USUAL DOSAGE: One or two SOMAcort Tablets four times daily. SUPPLIED: As white, scored tablets, each containing 350 mg. SOM ir 


(carisoprodol) and 2 mg. prednisolone; bottles of 50. 
am 


sSOMAcort 


(carisoprodol, Wallace, with prednisolone) 

















ANTI-INFLAMMATORY / MUSCLE RELAXANT / ANALGESIC 









Literature and samples on request. Wa WALLACE LABORATORIES, Cranbury, N. J. 
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ENCOURAGING NEWS 
IN ANGINAL THERAPY 





Reporting on extensive clinical trial of ISORDIL, 


a group of important investigators found 


| cab improvement in 67% of patients. . 


favorable response in é 


1. Fisch, S., 


af oe 


2 total of 75%. 


Boyle, A., Sperber, R., and DeGraff, A. C. 


In their thoroughly documented report on 60 angina patients studied by open 
clinical trial, Fisch, Boyle, Sperber, and DeGraff found improvement in 75% of 
patients; 18% did not respond. Minor side reactions (mostly headache) hindered 
evaluation in only 7% of the patients treated. 


Average Dosage Low, 
but Individualization Required 


Average effective dose of ISORDIL was 10 
mg. q.i.d.; 26% of patients received higher 
doses, 16% lower doses. Of all patients, 
87% received and tolerated 5to 15mg. q.i.d. 


Headache Commonest Side Effect, 
Easily Relieved 


Although headache occurred initially in27% 
of patients studied, it caused discontin- 
uance of ISORDIL in only 4 patients. Con- 
tinued therapy, adjustment of dosage, or 
use of acetylsalicylic acid relieved headache 
in all other cases. 


ISORD! 


/ CAMERON COMPANY «+ New York 16, New York 


1 bneati and Professional Samples Available on Request. 


Other Studies Confirm Results, 
Establish Additional Benefits 


Maintenance of active coronary vasodila- 
tation by ISORDIL, as shown by Leslie,? 
Albert? and Fremont,‘ virtually eliminates 
periods of unprotection. Benefits are ap- 
parent as early as 15 minutes, persist for 
at least 4 hours. No lag in onset. . . impor- 
tant during early morning and postprandial 
stress. 








References: 1. Fisch, S., Boyle, A., Sperber, R., and 
DeGraff, A.C.: Presented at the annual meeting of the 
American Therapeutic Society, Miami Beach, Florida, 
June 10, 1960. To be published. 2. Leslie, R.: Sub- 
mitted for publication. 3. Albert, A.: In Manuscript. 
4. Fremont, R.E.: To be published. 
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Isosorbide Dinitrate, |lves-Cameron é 


*Trademark 
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when 
“Parkinson”’ 
reactions 
threaten 
in 
ataractic 


therapy... 
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ARTANE is repeatedly cited** 

as an effective adjunct to counter 
parkinsonoid side effects of 
phenothiazine therapy ... to 
forestall withdrawal and secure the 
benefits of undiminished, 
uninterrupted, high-dosage 
therapy. 

In Parkinson’s disease, 
ARTANE remains a drug of 
choice in the experience of many 
practitioners. Unexcelled for 
sustained, continuing control of 
rigidity and tremors, suppression 
of other symptoms with low risk 
of untoward effects. 


TAR 





Trihexyphenidy! HC! Lederle 





Elixir, 2 mg./5 cc. tsp. 

Dosage: 1 mg. first day, gradually 
increased according to response, 

to 6-10 mg. daily in 3 divided doses 
at mealtimes. 

1. Critchley, M.: British, M. J.,2:1214 (Nov, 15) 1958 
2. England, A. C., and Schwab, R. S.: A.M.A. Arch. 
Int. Med. 104:439 (Sept.) 1959. 

3. Judah, L.: Murphree, 0., and Seager, L.; Am. J. 
Psychiat. 115:118 Uune) 1959. 

4. Pennington, V. M.: M. Times 87:1432 (Nov.) 1959 


LEDERLE LABORATORIES, - 
Pearl River, New York C Lederie) 
A Division of AMERICAN CYANAMID COMPANY 








ANTIVERT STOPS VERTIGO 


(virtually 9 times out of 10) 





Remission in 82%; relief in 92%. So reports an investigator who recently 
studied ANTIvVERT in dizziness.’ After studying 50 patients, Scal concluded that 
“Those with Meniere’s syndrome who were given the preparation [ANTIVERT] 
in the early stages of this condition, reported prompt improvement in the relief 
of dizziness, headaches and tinnitus.’"! 

ANTIVERT Combines meclizine (12.5 mg.) with nicotinic acid (50 mg.). Prescribe 
one ANTivERT tablet before each meal for relief of Meniere’s syndrome, arterio- 
sclerotic vertigo, labyrinthitis, and vertigo of nonspecific origin. 

Supplied: In bottles of 100 blue-and-white scored tablets. Prescription only. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. 


Antivert 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., In 
Science for the World’s Weil- Being™ 


and to help combat the = 
nutritional problems of aging... NEOBON capsules 
five-factor geriatric supplement 
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this is 


PLEXONAL + 


{ACTUAL SIZE AND: SHARE) 


+. Optimum results are 
obtained by gradually 
increasing the dosage to 
the maximum the patient 
can tolerate without the 
appearance of drowsiness. 
The following procedure 
for dosage adjustment has 
proven highly successful: 


Take one tablet 2 times 


per day for 2 days. On the 
third day increase the 
daily dosage by one tablet, 
Similariy increase the 
dose every third day 
thereafter, to the point 
of drowsiness. 

For example, if one tablet 
4 times a day produces 

an obvious sleepy feeling, 
and on three the patient 
is comfortable, then the 
proper dose will be three 
tablets per day. 





‘ superior daytime relaxing agent 
(NOT A TRANQUILIZER) 


LEXONAL 


Comparative clinical studies show that PLEXONAL is superior 
to meprobamate or barbiturates for daytime relaxation‘ 


“Plexonal was preferred (superior therapeutic effect) by 73.7 per cent 
of the patients, whereas 11.1 per cent preferred meprobamate, a ratio of 
6.6 to 1....30.5 per cent noted adverse reactions to meprobamate 

as compared to 7 per cent in respect to Plexonal.... Plexonal gave better 
results than did any of the sedative or relaxing agents that have been 
available during our experience covering the previous 15 years.” 


As a daytime relaxant, “it is well suited especially for the treatment 
of hyperexcitability and anxiety.”’ 


Indications: Anxiety, tension, apprehension, nervousness, irritability, 
restlessness, hyperexcitability. 


Extremely well tolerated by geriatric patients who need mild sedation, 
as well as by depressed patients. 


Dosage: One tablet 3 or 4 times a day is adequate for most patients. 
However, some require up to six tablets per day, whereas others respond 
adequately to as little as 1 tablet per day. * 


Composition: Each tablet contains sodium diethylbarbiturate 45 mg., 
sodium phenylethylbarbiturate 15 mg., sodium isobutylallylbarbiturate 
25 mg., scopolamine hydrobromide 0.08 mg., dihydroergotamine meth- 
anesulfonate 0.16 mg. 


1. Scheifiey, C. H.: Proc. Staff Meet. Mayo Clin. 84:408 (Aug. 19) 1959. S\ 
2. Kadish, A. H.: Clin. Med. 2:379 (March) 1955. SANDOZ 
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THE FIRST MEDICATION FOR SIMULTANEOUS, OVER-ALL 
MANAGEMENT OF CHRONIC GOUT AND GOUTY ARTHRITIS 


combines — superior agents in 1 tablet for more comprehensive treatment: 


Zoxazolamine?, 100 mg.: the most potent 
uricosuric agent available 1-3—yet exhibits minimal side 
effects.4 Promotes maximum excretion of urates...facil- 
itates resorption of tophi and prevents formation of new 
deposits. Relieves chronic joint pain and helps restore 
mobility. 


0.5 mg.: the time-tested specific for gout 
—most effective in preventing acute attacks.1:5,6 


Acetaminophen, 300 mg.: the effective 
nonirritating analgesic? which relieves chronic aches 
and pains without interfering with uricosuric action.®9 
Average Dose: One tablet three times a day after meals. 


Supplied: Scored, beige tablets, imprinted McNEIL, bottles of 50. 


Literature on method of administration and dosage is available upon 
request. 


References: 

(1) Boland, E. W.: World-Wide Abstracts 3:11, 
1960. (2) Talbott, J. H.: Arth. & Rheumat. 
2:182, 1959. (3) Burns, J. J.; Yui, T. F.; Berger, 
L., and Gutman, A. B.: Am. J. Med. 25:401, 
1958. (4) Kolodny, A. L.: J. Chron. Dis. 11:64, 
1960. (5) Beckman, H.: Pharmacology in Clin- 
ical Practice, Philadelphia, Saunders, 1952, 
pp. 515-516. (6) Talbott, J. H.: J. Bone & Joint 
Surg. 40-A:994, 1958. (7) Batterman, R. ©. 
and Grossman, A.: J.A.M.A. 159:1619, 1955. 
(8) Connor, T. B.; Carey, T. N.; Davis, T., and 
Lovice, H.: J. Clin. Invest. 38:997, 1959. 
(9) Reed, E. B.: Unpublished data. 


+U.S, Patent No. 2,890,985 343A60 


(McNEIL) McNEIL LABORATORIES, INC - PHILADELPHIA 32, PA. 
















































American Meat Institute 





Squibb, E. R. & Sons, Div of 
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safe and practical treatment 


of the postcoronary patient 


A basic characteristic of the postcoronary patient, 
whether or not cholesterol levels are elevated, is his 
inability to clear fat from his blood stream as rapidly 
as the normal subject.!3 Figure #1 graphically illus- 
trates this difference in fat-clearing time by compar- 
ing atherosclerotic and normal subjects after a fat 
meal.? 


“Slow clearers” gradually accumulate an excess of 
fat in the blood stream over a period of years as 
each meal adds an additional burden to an already 
fat-laden serum. As shown in figure #2, the blood 
literally becomes saturated with large fat particles, 
presenting a dual hazard to the atherosclerotic 
patient: the long-term danger of deposition of these 
fats on the vessel walls,* and the more immediate 
risk of high blood fat levels after a particularly 
heavy meal possibly precipitating acute coronary 
embarrassment.5 


In figure #3, the test tube at the left contains lipemic 
serum, while the one at the right contains clear, or 
normal serum. If serum examined after a 12-hour 
fasting period presents a milky appearance, this is 
a strong indication that the patient clears fat slowly 
and is a candidate for antilipemic therapy in an 
effort to check a potentially serious situation. 


‘Clarin’, which is heparin in the form of a sublingual 
tablet, has been demonstrated to clear lipemic 
serum.?67 Furthermore, a two-year study using 
matched controls resulted in a statistically significant 
reduction of recurrent myocardial infarction in 130 
patients treated with ‘Clarin’.® 

‘Clarin’ therapy is simple and safe, requiring no clot- 
ting-time or prothrombin determinations. Complete 
literature is available to physicians upon request. 
References: 1. Anfinsen, C. B.: Symposium on Atherosclerosis, 
National Academy of Sciences, National Research Council Publication 
338, 1955, p. 218. 2. Berkowitz, D.; Likoff, W., and Spitzer, J. J.: 
Clin. Res. 7:225 (Apr.) 1959. 3. Stutman, L. J., and George, M.: 
Clin. Res. 7:225 (Apr.) 1959. 4. Wilkinson, C. F., Jr.: Annals of Int. 
Med. 45:674 (Oct.) 1956. 5. Kuo, P. T., and Joyner, C. R., Jr.: 
J.A.M.A. 163:727 (March 2) 1957. 6. Fuller, H. L.: Angiology 9:311 


(Oct.) 1958. 7. Shaftel, H. E., and Selman, D.: Angiology 10:131 
(June) 1959. 8. Fuller, H. L.: Circulation 20:699 (Oct.) 1959. 


Clarin 


(sublingual heparin potassium, Leeming) 


108A 
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Fig. 3 














Indication: For the management of 
hyperlipemia associated with atheroscle- 
rosis, especially in the postcoronary 
patient. 


Dosage: After each meal, hold one tablet 
under the tongue until dissolved. 
Supplied: ‘Clarin’ is supplied in bottles 
of 50 pink, sublingual tablets, each con- 
taining 1500 I.U. of heparin potassium. 
*Registered trade mark. Patent applied for. 


Shes. Leeming & Ca, Sn 


New York 17, N. Y. 


















“Isuprel...is most helpful in making breathing 
t of easier” for the patient with emphysema. It 
scle- should be used on a routine schedule daily as 
long as symptoms persist. 


nary 
“Four periods of nebulization spaced throughout 
ablet the day should provide good control of 
bronchospasm.’” 
sttles Isuprel, most potent bronchodilator, is safe and, 


con- in contrast to epinephrine, has no potentially ad- 
verse effects on cardiac action. Prescribe one or 









sium. 

two whiffs from the Isuprel Mistometer four 
a times a day. 
Inc 1. Andrews, A. H., Jr., and Coogan, T. J.: M. Clin. North America 
N.Y. 42:155, Jan., 1958. 







2. Ziskind, M. M., in Conn, H. F.: Current Therapy 1957, Philadelphia, 
W. B. Saunders Company, 1957, p. 84. 





When the patient with emphysema huffs and puffs 


RISUPREL MISTOMETER sia. 


ISUPREL MISTOMETER: In asthma 
(adults and children), Isuprel 
hydrothloride 1:400 (0.25 per 
cent) aerosol solution is taken in 
1 or 2 deep inhalations. One min- 
ute should be allowed to elapse # 
before the second inhalation. The 
amount found necessary to control 
symptoms may be repeated in from ten to thirty min- 
utes. In chronic bronchitis and emphysema, three or 
four treatments are taken daily with exercises. Isuprel 
Mistometer, 10 cc. vials. 











Isuprel (brand of isoproterenol) and Mistometer (brand of metered dose 
aerosol dispenser), trademarks reg. U. S. Pat. Off. 
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in pain, such as that of cancer, Thorazine’, 


brand of chlorpromazine 


one of the fundamental drugs in medi- 
cine, reduces by potentiation the amount 


of narcotic needed; alleviates the anxiety 


that intensifies suffering; improves the 


patient's mental outlook. Also, controls 


nausea and vomiting. 











